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EDITORIAL NOTE 
MILTON V. KLINE 


The publication of The Journal of Clinical and Experimental Hypnosis is 
a direct outgrowth of the development and activity of The Society for Clinical 
and Experimental Hypnosis which is discussed in this Journal by Dr. Schneck. 
There are many reasons and purposes for having a journal devoted solely to 
research in scientific hypnosis. In part, it is expressive of the present trend 
to perceive hypnosis not only as a legitimate scientific phenomena but also to 

ize its value in studying problems within the behavior sciences. To 
this extent, the quality and significance of contemporary hypnosis work and 
research has reached a level of productivity probably never before obtained. 
Scientific hypnosis today is capable of standing on its own objective merits in 
relation to criteria of methodology, significance, usefulness, productivity 
and the capacity for permitting workers in the behavior sciences to move 
toward a more holistic frame of reference. 

It is both fitting and proper that current research in hypnosis be brought 
together in one journal in order to help unify the presentation of new 
findings and to help alleviate the very long publication lag which now exists 
in most psychological and psychiatric journals. 

The pages of The Journal of Clinical and Experimental Hypnosis shall 
always be open to all scientific contributions in this area. We shall be par- 
ticularly interested in stimulating research from new investigators as well 
as anticipating work from the more experienced research workers. 

Generally speaking, the size of this Journal shall be limited only by the 
volume of acceptable contributions. As we look forward to pgm ya 
ductivity and wider applicability in hypnosis, so we may look forward to 
increased publication facilities. 

The emergence and growth of this Journal is merely a reflection of the 
growth and significance of scientific hypnosis. The many scientists who have 
structured hypnosis as we know it today must assume the major responsibility 
for structuring this Journal which is theirs. 


SPECIAL NOTE 


A recent letter forwarded from Dr. Robert White of Harvard University 
describes the development of considerable interest in hypnosis by a group 
of Japanese experimental psychologists. It would seem that their interests 
cover a wide range of problems in both normal and abnormal behavior. One 
problem faced by this group is obtaining reprints of research, especially from 
workeis in the United States. 

The Society for Clinical and Experimental Hypnosis will forward sufficient 
copies of The Annual Review of Hypnosis Literature and The Journal of 
Clinical and Experimental Hypnosis to meet the needs of this group. 

It would be most helpful if members of The Society and readers of this 
Journal would send to Japan as many reprints of their own and others work 
as they may have available. Both the older and more current research is 
requested. 


All reprints should be sent to: 
Dr. Gosaku Naruse 
215 Shimo-Hoya Hoya-Chyo 
Kita-Tama-Gun Tokyo-To, Japan. 
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An Outline of the Development of the 
Society for Clinical and Experimental Hypnosis 


JeRoME M. SCHNECK, M.D. 


With the establishment of The Journal of Clinical and Experimental Hyp- 
nosis there would appear to be in order an account of its sponsoring organi- 
zation, The Society for Clinical and Experimental Hypnosis. At this time, 
however, only an outline of its development will be presented. 

The Society was organized early in 1949. The small, initial group was 
interested primarily in an exchange of views and experiences involving 
hypnosis investigations. When it became evident that other workers might 
wish to participate, the group was expanded and at present our organization 
consists of eighty members, including investigators not in the United States 
alone, but in Canada, The British Isles, Denmark, Yugoslavia, and The 
Netherlands. Actually our potential membership has been limited by the 
high professional standards based on general requirements modelled after 
the American Medical Specialty Boards, the American Psychological Asso- 
ciation, and the American Medical Association, and specific requirements 
regarding the calibre of hypnosis work and published research. 

As our Society has grown, various aspects of work and study have been 


placed in the hands of the Executive Committee and Committees on Pro- . 


fessional and Legal Attitudes, Library, Financial Grants, Constitution, and 
Public Relations. An Editorial Committee and group of reviewers have 
functioned in relation to a hypnosis literature review and now we have, of 
course, an Editorial group in operation for this Journal. 

Thus far the Society has held three successful Annual Scientific Meetings, 
two of which have been at the New York Academy of Sciences. The first 
meeting was a half-day session, the others full-day meetings, and the last 
was followed by a Society dinner. These gatherings have included paper 
presentations and discussions, therapy session recordings, and a demonstra- 
tion of an hypnotic experimental procedure. 

There is no doubt that our organization has stimulated experimental and 
therapeutic work among new investigators, as well as others who had lessened 
their pace. Many of us contributed to two hypnosis symposia appearing in 
print under the titles Hypnosis and Personality and Hypnotherapy. Some 
of us have contributed to other volumes dealing with hypnosis. In addition 
to this, our group has stepped up the publication of hypnosis research in many 
psychiatric and psychological journals. 

The Society has grown in status and prestige. Many inquiries are received 
in connection with its operation, in regard to personal and professional 
advice, and in connection with treatment referrals to workers here and 
abroad. 

Our mimeographed Bulletin has supplied lists of old and new members, 
publications, and news items. The Annual Review of Hypnosis Literature 
has been prepared for 1950 and 1951; a combined review is now available 
in one source for these two years. And now this Journal constitutes the most 


recent major development in the progress of the Society. With it we look 
forward to an even brighter future. 
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Difficulty in Dehypnotizing* 


GrifFITH W. WILLIAMS 
Department of Psychology, Rutgers University, New Brunswick, N. J. 


Current literature on hypnosis is replete with glib assurances that any 
hypnotized subject will readily be dehypnotized—“leave him alone,” “let 
him sleep it off” and the like. Where such assertions are not made, the 
problem of ns eee is generally ignored. The general experience of 
workers in this field, however, does not warrant such optimism. Nor is 
difficulty in dehypnotizing a new problem as references to it — our 
modern concepts of hypnosis and the attempts to solve it reflect theories 
long outgrown. 

Only to a limited extent is the problem amenable to experimentation. It 
shares with other problems in abnormal psychology the fact that the pre- 
liminaries are set and the results obtained before the experimenter becomes 
aware of the “experiment” and research then becomes one of tracing back 
from the results to the causes. The present research was undertaken from this 
standpoint. Its specific purpose is to identify and define the problem within 
the range of our present knowledge. If this can be done, future instances 
can be more fully explored and evaluated and the data so derived can be used 
to enlarge our present theory. It will then become possible to devise appro- 
priate means of handling such situations as they occur when hypnosis is 
used for research and therapy. 

The plan of the investigation has been to attempt to define the problem 
by collecting instances of difficult dehypnotization from the experience of 
experimenters and therapists and then to discuss them with reference to three 
aspects: a) their behavioral characteristics, b) their dynamics so far as these 
could be ascertained, and c) the methods used to deal with them.* 


Characteristics 


The factors determining when and how a person can be dehypnotized are 
so varied and subtle that a great variety of behavior can be theoretically ex- 
pected from the process. Actual experience has verified this and the following 
cases demonstrate some of the many personal idiosyncrasies and variations 
of behavior which occur. The fact that a person may be only partially de- 
hypnotized is a related problem as is also that of the person who shows a 
marked tendency to relapse into the trance after dehypnotization has pre- 
sumably been successfully accomplished. The tendency to relapse has been 
recognized by Bernheim as one of the “dangers” of hypnosis (3, p. 412). 
Eventually, these problems will have to be related to those that cause difficulty 
in hypnotizing and maintaining a person in the trance. An adequate theory 

uires both sets of data. 
n addition to a refusal to be dehypnotized, Case No. 1 shows a violent 





*Read Before the Third Annual Scientific Meeting of the Society for Clinical and Experi- 
mental Hypnosis, New York City, September 27th, 1952. 


*The following have generously cooperated by furnishing pertinent material which has not 
heretofore been published: Milton H. Erickson, M.D., Phoenix, Arizona; Samuel H. Kraines, 
M.D., Chicago, Ill; Mr. Leslie M. LeCron, Los Angeles, Cal.; Aaron A. Moss, D.DS., 
Bernardsville, N. J.; Harold Rosen, M.D., Baltimore, Md.; Lloyd W. Rowland, Ph.D., New 
Orleans, La.; William S$. Taylor, Ph.D., Northampton, Mass.; Wesley R. Wells, Ph.D., 
Syracuse, N. Y.; Paul C. Young, Ph.D., Baton Rouge, La. This material is listed in the 
References as “Personal Communication.” 


) 











assaultive episode in the trance as well as a tendency to relapse after he had 
been dehypnotized. It is described as follows: 

“I had been invited to demonstrate hypnosis to a class in introductory 
psychology. I called for volunteers and a rather quiet young man came for- 
ward. It was reported later by a colleague that he had always been a rather 
—_— even timid person. Under hypnosis he became very belligerent and 

atened to strike me, asserting in loud tones that he could whip me and 
would not hesitate to do so. I remained as calm as possible though the class 
was rather excited. The class thought I was running considerable risk in 
standing by quietly while the subject drew back as if to strike me. 

“I thought it was about time to wake the subject up, but he refused to 
wake up. This went on for fifteen or twenty minutes until the bell sounded 
and the students went to assembly. I spent an hour in talking with this fellow 
and trying to get him to wake up. He refused to do so. 

“While he was asleep he wept and told how very coarse the boys in the 
dormitory were and how it offended him to be in their company. Finally, I 
told him that it was clear to me that he was using this as a method of drawin 
attention to himself and that if he continued to do as he was doing it woul 
make it quite impossible for me to make any other use of hypnosis on that 
campus. He finally agreed to wake up and seemed quite wide awake. 

“At the suggestion that he now go and take an examination in accounting, 
he started to go back to sleep again, but I strongly disavowed any part in 
rehypnotizing him. I told him as emphatically as I could that he was wide 
awake and on his own and that I was not rehypnotizing him. He went to the 
dormitory and I learned that he slept the better part of the day” (14). 

In addition to failure to terminate the trance on signal the activity in the 
next case, No. 2, consists of violent, uncontrollable trembling accompanied 
by nausea, and feelings of tenseness and anxiety. The essential characteristic 
is that either an experimental neurosis was “unwittingly produced” or a 
latent neurosis was manifested by the suggestion to misspell his name while 


writing it in response to a post-hypnotic suggestion. As a result, the dehypno- — 


tizing was determined by the subject rather than by the experimenter. The 
latter had to concede to the subject’s wishes to the extent of telling him that 
“the post-hypnotic suggestion might have aroused some resistance in himself 
and that he did not have to comply if he did not wish to.” This, however, did 
not completely dehypnotize him,—“I’m not sure I did come out when you 
told me to.” Even though he recalled the instruction that he did not have to 
carry out the post-hypnotic suggestion, the trembling increased and “he found 
himself forced to [write his name} for reasons he could not understand.” 
Complete dehypnotization came only after the violent effort to misspell his 
name had been successful. Because of a successful abreaction he later felt 
“gay and lively” and could misspell his name with no trouble (23, p. 59). 
An uncritical acceptance of the idea that a subject remains passive and 
completely under the control of the experimenter while in the trance and 
that he is not in a trance unless these conditions prevail, is probably respon- 
sible for the idea that dehypnotizing presents no problem. Case No. 3 indi- 
cates clearly that this is not true. It will be described elsewhere and only a 
summary is needed here. ““The subject was hypnotized deeply within a few 
minutes and carried out every suggestion up to the end of the demonstration.” 
When told to wake up “the subject lay as. though he were drugged.” After 
another unsuccessful attempt “the operator opened the subject’s eyes forcibly, 
gave him a vigorous shaking and took him up by the nape of the neck. The 
subject merely lolled, looked stupid and final ee aloud, “There’s some- 
thing back of this. I don’t know [what it is} but if you hypnotize me some 
more I think I'll remember . . . Put me in deeper.” After about fifteen minutes 
the subject recalled that he had a dream that morning which, though he 
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could not recall it well, he felt it to be important. Then he recalled that in the 
dream he had thought,—“Oh! This evening Taylor is going to hypnotize me. 
Before he wakes me up I'll get him to help me understand that dream!” 
About an hour’s work uncovered the dream and its meaning but this, in turn, 
reminded him of yet another dream which was more important than the 
first and from which he had awakened horrified. The attempt to recover 
the second dream was unsuccessful. He was dehypnotized only after arrange- 
ments had been made to work further on the recovery and interpretation of 
this second dream (18). 

The perseveration of pre-trance activities into the trance is not unusual, 
the distinctive feature of this case being that a refusal to be dehypnotized 
derived from such a source. The subject could identify the source of the 
difficulty only after considerable effort, and this, in turn, led to a further 
cause for refusal. The selective rapport had been instigated by auto-suggestion 
in this case rather than by hetero-suggestion and, for the second dream, had 
been instigated while in the trance. 

The fact that a subject in an experiment will spontaneously dehypnotize 
himself when presented with an impossible or obnoxious task is familiar to 
many experimenters. These conditions may also lead to difficulties in dehyp- 
notizing. Bramwell cites two cases. “In one of these cases the subject refused 
to awake after a disagreeable post-hypnotic suggestion had been given. 
Another, under similar circumstances, rather than fulfill the suggestion, 
passed from the “alert” to the “deep” stage of hypnosis” (4, p. 377) . The next 
case (No. 4) presents such a difficulty and is noteworthy for showing how 
much control the hypnotic subject can exercise over the hypnotist and also 
that progress toward the objectives set by the therapist for a given trance is 
subject to the conditions laid down by the patient. ‘This case also illustrates 
the psychoanalytic concept of hypnosis as a condition in which the hypnotist 
allows “himself to play a part and by no means an indispensable one, in a 
drama constructed and acted in the depths of the subject’s mind” (10, p. 198) . 

In this case the offensive task was the attempt to reinstate an aphasia for 
a period of twenty-four hours, while the patient was being treated for hyster- 
ical aphasia. This had been accomplished the first time it was tried during the 
therapy but at the second attempt the patient “declared that she did not wish 
to become aphasic on awakening and that if I persisted in commanding her 
she would not allow herself to be waked.” Repeated attempts by the therapist, 
who did not believe the patient could resist his instructions, proved to be 
entirely unsuccessful. Dehypnotizing was possible only when the period of 
aphasia was reduced to five minutes (19, P. 147). The suggestion to return 
to the situation that had precipitated the hysteria evoked a similar reaction 
when it was given in the course of therapy to another case (No. 5). “The 
girl was seen because of an amnesia, and under hypnosis recovered her 
memory. She was later informed that she had to return to her home, 
which meant a return to an extremely traumatic situation, and to the situa- 
tion that had precipitated the amnesia. She was hypnotized, after being told 
to return, in an effort to inquire into deeper emotional material, and then did 
not awaken when the command was given. About an hour later, after the 
patient did not respond, metrazol was used and the patient regained con- 
sciousness” (14). 

A different type of behavior is shown by a subject, No. 6, in whom hallu- 
cinations were induced for a movie he had previously seen. “When there had 
been a sufficient demonstration of this habitichescory behavior I attempted 
to awaken my subject but he informed me quite irritably that he wished I 
would stop talking, that he was interested in seeing the movie through to its 
completion, that if I wished to leave the theatre I was at liberty to do so but 
that he intended to remain until the end of the picture and that he intended 
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to see it through a second time” (14). Here an emotional reaction evoked 
by the original movie is redintegrated when it is hallucinated and becomes 
strong en to prevent dehypnotizing until it has been fully reexperienced. 
There is aggressive and dominant behavior directed toward the 
ex nter. 
eral cases have been reported (e.g. Nos. 11, 12, 13, 18) which are si 

nificant for their distinctive dynamics rather than for the behavior mani- 
fested in the trance. Typically, in these cases there was no response to the 
instructions to terminate the trance. A repetition of the instructions and 
added emphasis on them were equally ineffective. Their behavior is described 
in the terms ordinarily used to describe a “deep” trance—] ic, passive, 
relaxed, “sound asleep,” etc. The majority of the thirty cases available to the 
writer are of this type. 

It is difficult to determine from the data at hand whether incomplete de- 
hypnotizing is a different type of reaction or, as is more probable, merely a 
quantitative variation of the type being studied. Cases of incomplete dehyp- 
notizing occur when moods and emotions elicited in the trance continue 
after the terminating signal has been responded to. In others there are the 
familiar headaches, drowsiness and lethargy which frequently occur. The 
perseveration of a mood in shown by Case No. 7. “In some cases, what were 
meant to be innocuous suggestions of well-being and happiness were taken 
idiosyncratically by some of the subjects, eventuating, in one case, in the 
subject's weeping disconsolately. This affective reaction continued after de- 
hypnotizing and was explained by the subject as being due to the hypnotic 
reinstatement of a scene recently experienced at the funeral of her father” 
(14). While experimenting on ms, the writer encountered a similar re- 
action when perfume was used as a stimulus. The subject (No. 8), a mature 
woman, wept profusely both in the trance and afterwards even though 
specific instructions to terminate the dream had been given in the trance. 

he perfume had stimulated the recall of a bouquet of flowers at a funeral. 
Similarly, sobbing, screaming, declaring inability to awaken, etc. characterize 
hysterical episodes occurring in the trance and continuing post-hypnotically 
but these differ from the perseverative cases in one important respect—the 
underlying motivation can be readily identified in the perseverative cases. 

Cataleptic reactions may also = pmery into the post-trance period. In 
one instance (No, 9) , catalepsy of the eyelids was chosen out of ten possible 
reactions in an experiment to determine whether a subject can resist the 
experimenter’s instructions. The subject could not resist the catalepsy in the 
trance and he “came out of the hypnosis completely and immediately except 
for one thing,— he could not open his eyelids” (14, 21). 

Incomplete dehypnotization is the alleged explanation of certain cases 
that have been featured in news reports but the limitations of such reports for 
scientific use must be recognized. A vaudeville performer was assessed heavy 
damages because he allegedly failed to bring a volunteer “completely out of 
a trance” (2). Another case was reported in the House of Commons as that 
of “a girl who was hypnotized in July 1949 and who was not released prop- 
erly. For twelve days she remained in a trance. A report which I received 
quite recently [June 1952} made it clear that the girl is not right yet” (13, 
p. 4). In the absence of more adequate data several alternative explanations 
of these cases are possible, among which would be that the induction of the 
trance had merely accelerated the progress of the patient's ~ ge or that 
the hypnotist was either unwilling or incompetent to handle Maling- 
ering is another possible explanation. 

Only scant data are available regarding the length of time these phenomena 
persist. It appears, however, that it has been impossible to dehypnotize the 
above cases for periods ranging from an hour or less to “several hours despite 
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medical intervention” (14). In an older report (12, p. 37) the person had 
remained in the trance for three days and in the House of Commons report 
(13) the condition is alleged to have persisted for twelve days and the after- 
effects for three years. The after-effects of the vaudeville case are alleged to 
have persisted for eighteen months (2). 


Dynamics 


Any ay prs to the dynamics of difficult dehypnotization must recognize 
not only the significant personal partcipation of the individual in the process 
of being deliberately hypnotized by another person, but also the fact that 
the pee of being hypnotized will be fitted into a background of needs 
and objectives that is distinctive for each individual. The significance of 
being dehypnotized must also vary in a similar manner with each individual. 
The evaluation of these dynamics is further complicated rf the fact that the 
motivation is frequently unconscious even though a well-identified reason 
may be consciously given. In some of the cases, however, the known facts do 
not seem to require deep analysis for their understanding, a situation that co- 
incides with the theory that hypnosis is not necessarily pathological either in 
motive or expression (23). However, in view of the scarcity of relevant data 
only descriptive categories can be used in the present attempt to identify 
these dynamics. 

Occasionally a subject sets out to test the hypnotist’s ability to dehypnotize 
es well as to hypnotize). Generally, these situations involve collusion on 

e part of the subject's associates and do not present any distinctive features 
or difficulties once the underlying factors become known. 

Errors and ambiguities in instructions will sometimes occur, as will also 
an omission of some detail when the experimenter’s signal to terminate the 
trance is complicated. In an experiment to demonstrate a post-hypnotically 
self-induced and self-terminated trance a subject (No. 10) had been told that 
when he wrote a certain word he would go into a deep trance; he would then 
write a specified sentence and finally sign the paper “Patrick Henry.” “The 
signing of the name was supposed to bring him out of the trance with 
amnesia for all that had occurred following the word designated to begin the 
trance. It worked out as planned except that the writing of the name Patrick 
Henry did not bring him out of the trance” (14). The complicated nature 
of the task assigned to a relatively naive subject as well as the ease with which 
he was put into a trance by the experimenter (super-imposed on the self- 
induced trance) , and then dehypnotised, makes ambiguity the most plausible 
explanation. The case is noteworthy, however, for the fact that the difficulty 
occurred in a post-hypnotically self-induced trance. Ambiguity may also 
account for the fact that the experimenter may become an anachronism if 
age regression is induced and there is an “actual revivification of the patterns 

behavior of the suggested earlier period of life in terms only of what 
actually belonged there.” Under these conditions “it is not easy for the 
hypnotist to enter into conversation with someone who will not meet him 
until ten years hence” (6, p. 592). Such regressions may also occur spontan- 
cously, i.e., without being evoked by the experimenter (7) as well as under 
experimentally induced conditions. 

integration may explain the difficulty encountered in at least two cases. 
In case No. 6, the movie had previously been seen and its subject matter, 
(Rasputin) , was pertinent to the situation in which the subject now found 

If. As a result, he wished to see the movie through to the end again. 
Why the situation brought an active response, with a ion to the 
experimenter, rather than a passive one must be sought in the individual 
characteristics of the subject. The other redintegrative case, No. 11, is one 
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in which a subject had been treated for battle fatigue with sodium amytal 
“and he had associated the sensations under hypnosis with those experienced 
under narcosis. They had told him then to sleep it off and that he would 
waken in about an hour. He applied the suggestion to hypnosis and felt that 
he should stay ‘asleep’ afterwards” (11, p. 39, 14). It thus appears that the 
redintegration of previous experiences may be a handicap in terminating the 
trance as well as in initiating it (22, p. 216) , and in these cases the redintegra- 
tive reaction resembles rather closely a selective rapport that has been estab- 
lished before the induction of the trance. 

Reference has already been made to the fact that imposing an offensive 
task on a subject may evoke difficult dehypnotization. Beaunis has further 
observed that “an attack of hysteria is sometimes the answer to a repugnant 
suggestion” (12, p. 172). Rejection of therapeutic suggestions is the dynamic 
behind case No. 4 in which the reinstatement of an hysterical amnesia led to 
an active resistance to terminating the trance and in case No. 5 the suggestion 
to return to a traumatic environment led to the condition known as “hyster- 
ical coma,” “pseudo-trance,” etc. In case No. 2 a non-therapeutic suggestion 
either activated or precipitated an agitated neurotic reaction. It thus appears 
that suggestions that offend or threaten the individual in either a therapeutic 
or experimental situation (a) whether or not they evoke a neurotic reaction, 
(b) when they instigate a neurotic reaction, or (c) when they reinstate a 

reviously experienced neurotic reaction, can all create difficulties in de- 
ypnotizing. 

Ordinarily the trance affords a degree of relaxation and relief from physical 
tension which is otherwise difficult to achieve and which may also serve to 
avoid facing reality. These characteristics provide the basis for some cases 
of difficulty. In both of the cases reported below there was no difficulty in 
dehypnotizing until the second trial so that the subjects knew beforehand 
how failing to respond to the waking signal would serve their needs. In one 
case (No. 12), a subject had been trained for a demonstration which was | 
completed satisfactorily up to the dehypnotizing. At this point there was 
no response and none could be elicited until the subject was promised treat- 
ment for what he felt his difficulty to be. etary! treatment it was revealed 
that the trance had afforded him the only relief he could find from a homo- 
sexual anxiety verging on panic and which had led him to contemplate 
suicide (14). In the other case (No. 13), a somnambulistic subject who was 
emotionally disturbed and about to divorce her husband was involved. 
When it was time to dehypnotize her “she simply said ‘I’m not going to wake 
up.’ I asked her why and she said, ‘I’m too comfortable’ and then refused to 
talk any more. She remained in this state for at least fifteen minutes. Her 
conscious explanation was that she had been under much tension and it was 
such a relief to lose it under hypnosis that she did not want to return to reality 
again” (14). The relief afforded by the trance from a tense or threatening 
situation can thus eventuate in dificult dehypnotizing and it may also com- 
bine with other factors in varying degrees as in cases Nos. 4 and 5. The ten- 
dency to revert to the trance can also act in the same way as in case No. 1. 

(The desire for relief from tension and reality may also serve as the motive 
for a self-imposed trance or coma. According to a news report (1) a woman 
who had been convicted of the murder of her husband lapsed into an hysteri- 
cal coma which was terminated only with great difficulty after one-hundred 
and fifty-eight hours. When aroused she is reported to have said “I want to 
go back where I was, away from staring eyes and fingers that point at me 

ing “You're guilty — you must pay.’ I didn’t will this thing on myself.” 
is report resembles closely that of case No. 5 except that in the latter the 
trance was a hetero-suggested one) . 


When neurotics fail to dehypnotize while undergoing therapy the dynamics 
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are essentially those underlying their other symptoms. The fact of being 
hypnotized is fitted into the pattern of their personal needs and frustrations 
and becomes the occasion for the appearance of another symptom. Several 
such cases will be described by Rosen (17) so that only brief reference needs 
to be made to them in this context. Rosen calls attention to the fact that their 
motives are essentially like those undergoing therapy in which hypnosis is not 
involved. In this context attention n an he called to the fact that the same 
motivation appears in non-therapeutic situations also. The ion directed 
toward the hypnotist in a teaching situation (Case No. 1), only in non- 
essentials from that of Rosen’s depressed patient who was hallucinating an 
assault on the therapist. The obsessive patient who was punishing the thera- 
pist for “cheating” on his time allotment falls into the same category. 

Dependency on the oy whether therapist or experimenter, is also a 
dynamic. In one case (No. 14) the experimenter had hypnotized his older 
brother whose characteristic reaction toward the younger brother was one of 
dependency and submission with some jealousy. ‘The first trance was carried 
through without any important or striking occurrences but during the second 
session the subject could not be dehypnotized for a prolonged period. Being 
told that he would “wake up” in fifteen minutes was entirely without effect. 
“Leaving him alone” for another hour was equally unsuccessful. The subject 
later Saiypectiand himself after having, apparently, converted the trance 
into sleep (14) . It is pertinent to call attention to the fact that this occurred 
in the second induction — i.e., when the subject knew how the trance could 
serve his needs. The negativistic patient with the hysterical depression 
described by Rosen is another instance of dependency, but in this case on the 
therapist. Here the difficulty occurred at the third session. Dependency 
appears also to be one of the dynamic elements in his patient who was frigid 
and unsuccessful in her attempts to conceive. The two cases of deafness also 
fall into this category. 

Face-saving is indicated in Rosen's case of hysterical deafness. This dynamic 
is difficult to distinguish from that which underlies many cases of compulsive 
patients who, though they dehypnotize without difficulty, complain that 
their compulsions are now “much worse” or “out of my control” as a result of 
being hypnotized. Similar situations occur when subjects complain that the 
are “dizzy,” “not fully awake” etc., after being dehypnotized. ‘The basic diffi- 
culty is clearly the neurotic tendency of the hypnotized individual and, 
whether they refuse to dehypnotize or complain of the “results” of havin 
been hypnotized, is incidental to an understanding of the problem distnbeal 
in this article. Furthermore, the dynamics involved when a “malingering” 
reaction occurs cannot be clearly differentiated at the present time. The case 
for damages against the vaudeville performer (2) and the one that figured in 
the House of Commons testimony on a bill to control the use of hypnosis (13) 
may fall into this category. A case (No. 15), which is more adequately 
reported is that of a subject used for instructional purposes. “Within forty- 
eight hours two of his friends reported that he had not been himself since 
the demonstration and that they were much worried about him.” In an 
interview he “explained that, ever since the hypnosis, he had been wakeful 
at night and sleepy during the day; his appetite was spoiled; he felt very ner- 
vous; and he believed that he ought not to have been hypnotized . . . A long 
‘alk with this individual brought out several untoward attitudes . . . From 
another source the hypnotizer learned that the man was notorious for 
believing that he had been harmed by extra fumes in the laboratory and so 
forth” (18) . Reactions such as this have been responsible for the refusal of 
university authorities to grant permission for further research in hypnosis in 
two instances. (The above case was not involved in either of the situations) . 
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It is significant for theories of hypnosis and multiple personality that no 
difficulty in dehypnotizing is re 3 in many cases ahee a wee Free 
sonality emerges (5, 20), or a lization occurs in the trance (bs). 
Furthermore, no difficulty occurred when the personality that appeared on 
dehypnotizing was a “secondary personality who did not remember the pri- 
mrs} yeaa and who had a different name, different interests and so 
on” ; 

The difficulty in assigning any specific instance to a specific ca of 
motivation serves to emphasize the fact that partial dchypnbtitatien or 
refusal to dehypnotize may arise from a combination of motives in any given 
case and also that there are a very large number of highly individualized 
motives that can evoke these conditions. It is also necessary to ize that 
hypnosis as a condition in which events may occur must be distinguished 
from the fact of being hypnotized. Yet another complication of the problem 
has been stressed by Janet when he observed that “sometimes it is extremely 
difficult to bring a patient back to the waking state for the reason that the 
hypnotic sleep has become transformed, quite independent of the hypnotist, 
into a hysterical sleep or into spontaneous somnambulism . .. and hypnotism, 
properly so called, is not responsible” (9, p. 328) . 


Methods of Handling 


The methods suggested for handling difficult termination of the trance are 
relatively few despite the length of time the problem has been recognized. The 
method of leaving the subject alone is seldom used even by its advocates. 
Theoretically, this method should succeed in certain cases (8, p. 206) and it 
is probable that it was the determining factor in case No. 14. The older 
methods of forcible opening of the eyelids and blowing on the eyeballs or 
pressure on the ovaries should also, theoretically, have succeeded in those 
subjects who expected such measures to be effective. Charcot and others have . 
shown that what the hypnotic subject expects is likely to happen. This factor 
of expectation and whether the subject is naive or sophisticated merely add 
more dimensions to the varied aspects of personality that determine whether 
and how a person is to be either hypnotized or dehypnotized. 

Some of the methods do not take into account the etiological factors and 
are directed only toward symptomatic relief, a course of action which may be 
a necessary phase of treatment in certain cases. For this pu subconvul- 
sive doses of metrazol have been used successfully as in o. 5 (14, 16). 
Rosen also reports having been told that electroshock had been on two 
occasions by another psychiatrist to terminate hypnotic sessions with a patient 
referred to him for a hostile, silent depression. Both methods appear to 
achieve the limited ends for which they are intended. 

In those cases where perseveration, ambiguity of instructions, offensive sug- 
gestions and the like are the cause of the difficulty, (e.g. Nos. 7, 8, 9),a 
rehypnotising with particular attention to the specific behavior that was 
involved has been sufficient. Where the source of the difficulty is not known, 
automatic writing, scrying, the projection of dreams in the trance, etc. can be 
used to aid in identifying the underlying difficulty. Generally, however, these 
are simple cases not complicated by neurosis. 

To prevent age regression from causing an anachronism it is suggested that 
the experimenter be indentified with someone known and liked at the 
regressed age. Then “a definite or indefinite figure belonging to the desired 
age period is selected automatically by the subject’s unconcious” so as to main- 
tain contact between the therapist and patient (6, p. 592). 

The induction of a second trance in a person y in the trance has been 
used with success. A second experimenter takes contro] of the situation and 


10 





ee de, Se —- = Pn! 








imposes his own conditions on the trance so that the refractory subject, if he 
is naive, may not be able to resist, but the method will work only with subjects 
who are not acquainted with some essential factors regarding the degree of 
control the subject can exercise over the experimenter. It is worth while 
s ting on why one experimenter succeeds where another fails. It is prob- 
ably not superior technique. It may be prestige, (as when the second hypno- 
tist is well known), novelty and attention-getting value, or merely the fact 
that the subject becomes frightened so that almost any method will work. A 

ical example is where a college instructor is called upon to handle situa- 
tions created by students (14). 

It is ible to take advantage of sophistry in certain cases but it, again, 
can only be used to give symptomatic relief in naive cases. A refractory 
subject may be told that he is in the trance in response to the experimenters 
activity and that all his actions are similarly controlled. He is then told to 
remain asleep. ““Thus, I have reversed the situation entirely. I have taken 
command of the resistance to awaken and made it obligatory for him to 
remain asleep. As a consequence of this sort of sophistry it becomes impossible 
for him to awaken unless I suggest it and it likewise is impossible for him 
to remain asleep without my suggestion” (14). 

The method generally used in psychiatric cases is desi to elicit co- 
operation from the patient without arousing antagonism. This will be ade- 
quately described by Rosen (17). 

Control over the redintegration of the movie was achieved by suggesting 
that the projector was giving trouble, was speeding up unduly, etc., so that 
the showing would have to be terminated unex ly. 

In certain cases it has been necessary to promise therapeutic o7 other atten- 
tion to the problem confronting the subject before the termination is pos- 
sible. In one of these cases, No. 3, it was necessary to carry on exploratory work 
for a prolonged period and until further progress could not be made in that 
session, but a promise to continue the exploratory work had to be made 
before the trance was terminated. 

In those situations in which the neurotic and hysterical elements pre- 
dominate as, e.g. in hysterical coma, the release from the trance is incidental 
to the use to be made of the situation for furthering psychiatric insight. In 
this connection Janet states that “as a general rule the awakening should be 
ore if a morbid symptom of any sort should intervene during the 

ypnotic state” (9, p. 328). 

The problem discussed in this study, one which might have serious legal 
repercussions, does not appear to have had the attention it deserves. The 
available material is scanty and much of it is from older studies which repre- 
sent different theoretical orientations from those now current. The methods 
of dealing with the problem are opportunistic in almost all cases except those 
undergoing psychiatric treatment and reflect quickness of thinking rather 
than procedures based on a theory of the nature and function of hypnosis. 
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Hypnosis as an Instrument in Psychological Experimentation 


Huco G. BEIGEL 
Long Island University 


The literature on hypnotism can be divided into three categories. One is 
concerned with therapy and diagnosis, one with the nature, the dynamics and 
the technique of hypnosis, and the third—quantitatively small—with the use 
of hypnosis as an instrument for probing into general psychological problems. 

This paper deals exclusively with the purpose of the third category, al- 
though occasional use is being made of some of the other findings. 

In this third group now and then experiments are encountered that make 
one wonder why the subjects were hypnotized, since the same results could 
have been achieved without hypnosis. On the other hand, there are experi- 
ments which unambiguously reveal advantages which the use of hypnosis 

ives the experimenting psychologist. Two situations in particular seem to 
5 ve wien one obtains when it is necessary to eliminate factors that 
cannot be eliminated by volition, the other when states are to be scrutinized 
or measured that cannot be produced at will. 

Our intention is to point out some of the situations in which research 
through experimentation is either impossible unless hypnosis is used or in 
which better results can be obtained by the use of the trance state than by 
the usual methods. A limited number of experiments reported in scientfic 
journals will serve as illustrations. 


Elimination of Disturbing Factors 


Beigel (2) reports an experiment by means of which the possible influence 
of body aaioh an thinking, emotional reactions, and decisions was tested. 
To get accurate results it was important to a responses to exactly the 
same material in three body positions; standing, sitting, and reclining. It is 
obvious that no uninfluenced response can be obtained when the same ma- 
terial (in this experiment TAT plates and a letter) is presented to the 
subject a second and a third time. When this experiment is performed in the 
waking state, the experimenter gets repetitions of previously produced 
responses or, at best, a few additions and corrections. It was therefore im- 
perative to eliminate the memories of the pictures seen and the letter read. 
Amnesia for an experience and for the concomitant thoughts and feelings, 
however, can be induced only in the hypnotic state, and only the application 
of this method made it possible to obtain several independent reactions. The 
responses differed to such an extent in various body positions, but showed 
so much similarity of pattern in the same position that certain positive 
conclusions could be drawn. 

Just as in this experiment memory traces had to be erased, in other experi- 
ments the elimination of one or more specific factors may be necessary in 
order to isolate specific processes that are to be tested, measured, or brought to 
the fore. Again, however, an as-if situation can be created only in hypnosis. 
The value of such a procedure is exemplified in an interesting case of dis- 
placement reported by Rosen (15). Rosen had a patient who suffered from 
severe headaches. The patient was told, in the hypnotic state, that he would 
be free of it. Thereupon the pain disappeared from the head but reappeared 
immediately in the genital region, apparently with such intensity that the 
headache seemed preferable to the man. 
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Although the evocation of this state was not intended as an experiment, 


the effect achieved opens a vista of new possibilities for experimentation. — | 


Learned reactions can be eliminated in order to isolate an original desire, 
rationalizations which the individual is unable or unwilling to give up, can 
be weeded out, unconscious motives which hamper response or performance 
can be temporarily removed. On a less complex level an experiment designed 
by Mead and Roush (14) points in the same direction. authors tested 
the effect of hypnotic suggestion on physiological performance with regard 
to muscle sesiciag Teo tp. of d dents wens used, the Martin arm 
type and the grip type. No significant ditrerence was noted between the 
trance state and the waking controls for the grip dynamometer. For the 
arm dynamometer test, however, an increase under hypnosis was recorded 
in every single case. The ¢t value was 5.25; the increase of strength under 
hypnosis averaged 16.8 per cent with a range from 2.6 to 33.3 per cent. 
Although no more was intended than to test the all transcedence of 
voluntary capabilities in hypnosis, a phenomenon reported by various authors 
(7, 16, 13), it suggests an explanation for occurences in waking behavior, 
namely that an increase of muscular strength can be observed in humans and 
anima!s when they are desperate. Unexpected feats performed in danger sit- 
uations are not the results of a specific individual constitution, nor of an 
increase of capacity, but merely a result of the mobilization of latent energy. 
In normal performance maximum exertion seems to be inhibited, whereas 
under hypnosis the awareness of possible danger involved in giving up all 
restraint is eliminated and energy reserves are called upon exactly as in an 


emergency situation. While this hypothesis is not new as regards extreme- 


reality situations, the difference between “normal” and ultimate exertion 
cannot be measured, whereas it can in hypnosis. A similar unconscious with- 
holding and only partial self-application in the learning process are suggested 
by experiments performed by per and Erikson (4), Cooper and Rodkin 
(5), and Cooper and Tuthill (6), who attempted to improve both motor 
learning and non-motor learning by hallucinated practice. 

Since both the recovery of seemingly forgotten experiences and the bari 
of fears that have resulted in emotional blocks are primarily the concern o 
diagnosticians and therapists, they cannot be properly designated as exper- 
iments and will therefore not be discussed here. Yet it is evident that within 
the realm of normal bo pena — personality development, for instance — 
concepts are employed that as yet defy any attempt to test them experiment- 
ally. To give just one example of many, the concept of sublimation as 
expounded by Freud (8) is accepted not only by the followers of the psycho- 
analytic schoo] of thought but also by many psychologists who are not ana- 
lytically oriented. But by others sublimation is considered to be an ill-defined, 
doubtful, inconsistent hypothesis (1, 12, 17) and, to say the least, entirely 
unclear as regards its dynamics. With the assistance of hypnosis, however, it 
should be possible to design experiments that duplicate the allegedly caus- 
ative situations propounded in various theories and to attain if not certain 
then at least the assurance of a greater probability of some of the all 
forces at work. Experiments in this and related areas will prove of value not 
only for re-education and counseling but also for test development. 

One such approach is indicated by an experiment that Kline and Schneck 
made (11). Referring to the testing procedures for the p of vocational 
guidance, the authors point out that the testees’ interests, abilities, aptitudes, 
and limitations are carefully taken into account, but that the origin of 
vocational interests and their relationship to personality organization are still 
neglected. For the needs of mental hygiene and vocational adjustment, how- 
ever, the dynamic approach to occupational choice appears to be indispens- 
able. They report the cases of six people who had chosen their careers volun- 
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tarily but were unable to make adjustments to their jobs. In hypnosis it was 

ted to them that they would visualize scenes involving an occupation 
for which they had real interest, even though this interest were unknown to 
them at the time. After each subject had produced from two to twenty-five 
such scenes, he was asked why he enjoyed the described situation. With the 
material thus obtained it was ible to find out the reasons for the original, 
unfortunate choice and the subjects could be directed into occupations which 
more adequately fitted not only their abilities but also their emotional needs. 


Induction of Imagery 


The experiment mentioned above makes use of another possibility peculiar 
to the trance state produced in hypnosis. It is the possibility to induce states, 
images, hallucinations the like of which cannot be produced at will while the 
individual is consciously controlling himself (7, 13, 15, 18). 

It is, of course, chiefly this element of artificial induction of emotions at 
which doubts in the genuineness of hypnotic phenomena are pointed. The 
doubt in genuineness takes two forms. In one there is a suspicion that the 
individual who participates as a subject in an hypnotic experiment may not 
reveal his true reactions but may try to dissemble, either to please or to defy 
the experimenter. This possibility, no doubt, exists. But it exists as much 
when an individual is tested, submits to an experiment, or gives replies to a 

uestionnaire in the waking state. As a matter of fact, the hypnotist is prob- 
ably the one who tries to test most thoroughly the genuineness and depth of 
the hypnotic state and thus the subject’s truthfulness before he starts his 
experiment. That the subject co-operates in all honesty, consequently, is one 
of the assumed presuppositions in any psychological. experiment, test, or 
survey and there is no reason except prejudice to treat the hypnotic experi- 
ment with more suspicion. 

In the second form the question is raised whether an artificially induced 
state of mind corresponds to the naturally produced one. But the positive 
correspondence has Gesn proved so often in testable cases that we can trust 
it in those which cannot be tested. If, for instance, in Beigel’s experiment (2) 
it is established that each individual’s reaction in one of the three positions 
coincide in the waking and in the hypnotic state, the assumption seems justi- 
fied that waking reactions would coincide with trance reactions in the two 
other positions although, because of the nature of the experiment, no detailed 
proof can be produced. 

In most instances, the doubters confuse the genuineness of the response 
with the reality of the situation. But if a person sitting in his summer home 
at the beach is told that his child has just swum out too far and is in trouble, 
it does not make a difference—as regards his reaction—whether the news is 
true, erroneous, or invented as long as the probability of such a happening 
exists. In hypnosis just as in reality the person may, upon such information, 
reply that he has no child or that his child cannot swim and that therefore 
there must be a mistake in identity. The difference then is merely that in 
hypnosis the father may accept a further suggestion to the effect that his 
child has taken swimming lessons secretly. We may be in doubt whether to 
trust reactions that are outside the realm of the subject’s actual experiences, 
If, for instance, it is suggested in the above case that the man who has no 
child in reality has one now, he may produce reactions that are what he 
imagines to be those of a parent. He lacks the actual experience. If however 
the suggested situation lies within the scope of the individual’s experiences 
and differs from actual past ones only in the degree of stress, then we are 
certainly justified in considering his response as genuine as the real father’s 
response to the true or mistaken account. 
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And finally, if verbal, gestural, nervous and glandular responses upon a ~ 
clearly defined stimulus situation can be interpreted as the signs of a specific 
emotion, as is done in reality as well as in the experimental laboratory, then 
hypnotists have produced abundant evidence for the genuineness of induced 
emotions. Gidro-Frank and Bull (9, 10) hypnotized ten psychiatrically 
screened college students and told them that upon hearing a word denoti 
an emotion or a state of mind they would feel the emotion, and experience 
strongly that state of mind. The reactions were recorded by three observers, 
After the emotion seemed to have worn off, the subjects were asked to tell 
what had happened and were directed to answer specific S- Their 
utterances were taken down verbatim. The emotions found different expres- 
sions not only in different subjects but also in the same subject on different 
occasions. They were accompanied in some instances by memories, hallucina 
tions, and spontaneous age regression. Observed physical phenomena in- 
cluded: nausea in disgust, gastro-intestinal distress in fear, breathing disturb- 
ances, characteristic gestures like clenching the fists and tightening of the jaw, 
postural slumping, tendencies to attack, restrain, wi w, or escape. In 
some cases one emotion changed gradually into another, disgust into fear, for 
instance, or fear into anger. Some emotions were used to cover up for others, 
and some were followed by depression. 

It is ——_ that in this experiment no instruments were used to record 
adequately the observed palpitation, salivation, perspiration, muscle tension, 
etcetera. But even with this flaw the experiment appears to be superior to 
many attempts to produce emotions in the classic experimental situation, since 
in the hypnotical state an emotion can be induced repeatedly without im- 
puree of its intensity. In the waking experiment, the subject knows that 

is being experimented with and therefore rarely if ever experiences the 
state of mind in full strength. Firing a shot behind the unsuspecting subject's 
back may bring forth a momentary shock and startle, but never fear for an 
extended period. In a sufficiently deep trance, on the other hand, the subject - 
actually lives through the experience. He is unaware of the laboratory con 
ditions and of all circumstances that have expiicitly been eliminated. 

In this state, consequently, he can also produce dreams as if he were asl 
It is probable that by means of artificially induced dreams we may be ab: 
to we much of the riddle of the dream. Cooper (3) made a step in this 
direction. In his attempt to study time distortion he found, for instance, that 
a great part of dreams consists of meaning tone. The dreamer knows what a 
conversation in a foreign language conveyed to him means, but he is unable to 
repeat the words exchanged. This phenomenon sheds some light on the fact 
that some long dreams occupy only a very short time. Similarly may it be pos 
sible to study what influence sounds, pressure, breathing difficulties, a cold 
gust of air actually have on the course the dream takes. 


Summary 


In this paper various areas of psychological research were pointed out in 
which experimentation with hypnotized subjects has been or could be em- 
ployed to advantage. It is held that there are several problems which offer no 
point of attack unless hypnosis is used and several others which, in view of 
their complexity, cannot be effectually approached by the classic method of 
experimentation. Specifically mentioned were the areas of thinking, learni 
perception, apperception, imagination, and emotion, in which the hypnotic 
experiment proves valuable when either amnesia for preceding rr roe 
isolation from concomitant influences. or the induction of an as-if situation 
is necessary. While it is undeniable that some of the owe cited need 
improvement if their results are to be considered reliable—a remediable 
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shortcoming they share with most first experiments—it is also evident that the 
use of hypnosis in experiments offers an approach to some areas that have 
thus far been inaccessible, Needless to say, hypnosis should not be used when 
similar results can be as readily obtained by the customary experimental 
method, but as Gidro-Frank and Bull (10) state, our scant knowledge of the 
nature of the hypnotic state should not bar it from use as a scientific tool. Still 
less should the awe and ignorance of some critics be deterents, if hypnosis is 
the only one available technique to solve a problem. It must be added, how- 
ever, that the experimenter must be thoroughly familiar with the technique 
and that subjects must be selected not only with a view on their susceptibility 
but also to their physical and mental health. 
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Anti-Social Behavior and Hypnosis 


F. L. MARCUSE 
The State College of Washington 


Heron (5) has recently rears both old and recent data bearing on the 
question of whether an individual under hypnosis will perform an anti-social 
act which he otherwise would not do. He has also indicated the position that 
various workers in the field of hypnosis have taken on this problem. On the 
one hand, answering the question affirmatively, are Moll, Forel, Bernheim, 
Rowland, Brenman, Watkins, and Wells. On the negative side of the prob- 
lem are Bramwell, Young and Erickson. Occupying a position between these 
two camps are Hollander, Schilder, and Kauders who neither directly affirm 
nor deny the question. Heron’s own conclusion is that “one may get authority 
for any position which he wishes to take on the question of production of 
crime by hypnotic or post-hypnotic suggestion. An examination of the more 
recent experimental findings and conclusions will lead to the same ambigu- 
ous situation.” (5, p. 17) The position taken by this writer is that an anti- 
social act is possible for reasons to be discussed. 

A practical point has been raised by Erickson (3) who says there are 
people “who will discount the theoretical possibility of hypnosis (yet) will 
insistently attribute miraculous, effective, anti-social powers to even a single 
hypnotic suggestion.” It is possible that many individuals are reluctant to 
discuss the matter of anti-social behavior publicly and may take a position 
contrary to what they believe for fear that a minor aspect of hypnotic 
phenomena may jeopardize further work in the area. Pursuing this matter 
still further, it may be said that there can be little doubt that in many cases 
rationalization and wishful thinking rather than hypnosis are involved. This ~ 
expressed fear is not without foundation as witness the current blanket pro- 
hibition of hypnosis in many of our large universities. That a technique is 
misused is no argument against its use. 

A cul de sac is encountered in the current emphasis placed on examini 
the subjective feeling of the hypnotized individual. It is difficult to obtain 
an answer to the question of whether an individual would do something 
contrary to his moral code when it is said, should the act be carried out, that 
it is not really contrary to his or her moral code and that he or she would 
have performed the act in their usual state. Such a conclusion is post hoc and 
neither lends itself to testing nor to the formulation of further hypotheses — 
with which to examine the problem. Brenman’s (1) approach to the question 
is the noting of the presence or absence of “repentance” to indicate the 
subjective state of the individual. In this connection, Heron (5) has correctly 
pointed out that such an attitude (i.e. repentance) is not uncommon in those 
who have performed wrong acts which have been committed without the 
use of hypnosis. Consequently, in the subjective approach, it is almost im- 
possible to decide what the evidence indicates if anything. 

Similarly, attempted explanation of disparate results by a theoretical ap- 

roach does not at the present time facilitate interpretation. A case in point 
is White’s (9) theory of hypnosis as goal-directed striving or role playing 
according to instructions provided by the hypnotist. The pertinent question — 
here is how far will the individual go in his role playing. Heron @ while 
favorable to White’s theory, described it as being effective only “to the extent 3 
that the subject is able to carry out a role.” Despite this limitation, Heron — 
attempts to explain (away?) the difference in the obtained results of Young 
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(10) and Wells (8) in terms of presence of “involuntary cues” which convey 
to - subject the desired results, an interpretation denied by Wells. In this 
connection it may be noted that the present writer first approached the 
problem of hypnosis with considerable skepticism and yet obtained rather 
startling, positive results. Saying that the writer's attitude must have been 
unconsciously favorable confounds confusion. Similarly, saying that the 
writer did not give “involuntary cues” merely paraphrases the original ques- 
tion. A theoretical basis for interpretation does not appear to clarify the 
problem. vibes ns iw 4 
While no single factor in hypnosis can be the factor in eliciting anti-social 
behavior; nevertheless, the question of technique appears to be highly im- 
rtant in accounting for the disparity of results. This point is concurred in 
y Estabrooks (4). Erickson, who denied the possibility of obtaining anti- 
social acts under hypnosis, has written as follows: 
... The ordinary deep trance, rapidly induced with the subject given direct and emphatic 
suggestions, does not permit the gradual and effective development of what may be called 
the ‘mental set’ which is a requisite for the execution of complicated behavior free from 
the influence of waking patterns of response. Once adequately trained, the subject can be 
hypnotized quickly and deeply but a slow induction extending over 15 to 30 minutes is 
desirable for difficult experimental work. Apparently the element of time is an important 
factor in securing a neuro-psychological state which will permit the nr 80 to accept and 
act upon a suggestion freely and completely and without inhibitions and limitations serving 
from customary waking habits and patterns of behavior . . . 


In this way, apparently, the hypnotic task can be <a by the subject as a new 
experience uninfluenced by past experiences and their derivatives. (2, p. 80) 


Heron (5) -has stated that Erickson “made no attempt to circumvent the 
criticalness or resistance of his subjects.” It would seem to the writer that 
in the above, Erickson, by showing the importance of technique in obtaining 
positive results, is doing just this. If I want X who loves dogs, to kill a certain 
dog, then I would suggest to X who is under hypnosis, that before him was 
a rabid fox, that it was dangerous, that its bite was poisonous, that it was 
about to attack him and that in self-defense he would shoot the animal. In 
short, the situation would be slowly and thoroughly described. The problem 
of obtaining anti-social behavior thus becomes a problem of technique. When 
this point was made to Dr. Erickson (3), he stated that the anti-social act 
was now “on the part of the hypnotist,” for he said “there must be an aware- 
ness of the nature of the act before it can bejudged as anti-social.” This indi- 
cates the circular and shifting nature of the question which occurs when 
one fixates on the underlying intent and not the observable act of killing 
the dog. To avoid such circularity of argument (and semantic questions as 
well) focus must be on the objective results. It may well be that I 
the guilty underlying intent but X has pape the empirically observed 
act of killing the dog. Another aspect of the question of technique is Erick- 
son’s (3) claim that all positive cases in which the performance of anti-social 
acts have been obtained are in experimental or pretense situations, “with 
knowledge thereof by the subject.” It would seem that a situation which is 
“protected” for one person and gives positive results would be “protected” 
for another. Consequently, one wonders why Erickson failed to obtain 
itive results. The statement that Erickson used more realistic or naturalistic 
situations is not convincing to one familiar with the literature. It is not argued 
that the question of technique is immune from the post hoc fallacy for it is 
obviously incorrect to say, as has been said, that if one obtains successful 
results, then a satisfactory technique must have been used. What is being 
argued is that we can better understand and predict from the type of tech- 


— used than from our understanding of the subjective moral code of the 
ividual. 


_Contrary to Estabrooks (4) a critical experiment is difficult if not impos- 
sible to conceive. It might be argued on the basis of such work as Luria’s (6) 
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and the production of surgical anesthesia AY, that the antecedent probability 
of a yes answer to the question being debated is high. The argument advanced 
in the present paper to account for the disparity of data is two-fold. It is sug- 
gested that there is a confusion of intent and act in the interpretation of re- 
sults and that emphasis must be placed on empirical and objective data. It is 
also argued that the problem of technique is important in obtaining results. 
The problem of whether an individual under hypnosis can be caused to 
commit an act contrary to his or her moral code must be paraphrased to 
ask whether an individual under hypnosis can be caused to commit an act 
which is socially and objectively reprehensible. When the question is so 
phrased and suitable technique is used, it is the writer’s opinion that the 
answer is yes. 
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Hypnotic Retrogression: 
A Neuropsychological Theory of Age Regression and Progression 


MILTON V. KLINE* 
Long Island University 


A. Introduction ; 

The problem of the validity of hypnotic age regression is one which has 
continued to stir up considerable scientific controversy. The validity of age 
regression has been debated back and forth on the basis of conflicting experi- 
mental data and clinical observation. Young in 1940 reviewed the problem 
and came to the conclusion that hypnotic age regression was an artifact and 
not a fact (28). Since that time there have been published reports of ~— 
sion investigations which both confirm and deny this position (1, 4, 6, 7, 9, 
11, 12, 13, 14, 15, 16, 20, 24, 25, 26). Wolberg (27) in attempting to state con- 
temporary authoritative attitude toward age regression states that generally 
it is considered to be valid. In this sense, Wolberg defines the process of 
hypnotic age regression as a disorientation concept with relation to n, 
place or time. Hypnotic age regression then becomes when it is validly pro- 
duced a recapitulation of a previous stage of development with apparent 
amnesia for experiential activity beyond that date. In a clinical investiga- 
tion, Spiegel, Shor and Fishman (24) indicate the production and use of 
an ablation process which was consistent with this concept and proved mean- 
ingful in psychotherapy. 

The pu of this paper is not to review all the data on hypnotic age 
regression, but rather to evaluate the salient finding. For a complete survey 
of the experimental and clinical research in this area, reference should be 
maile to the original work. 

‘the criteria selected for measuring the validity of age regression is a 
critical factor in considering the phenomena. Generally, developmental func- 
tions have been selected and on the basis of changes or lack of significant 

an interpretation of regression validity has been made. Intelligence 
and intelligence test measurements have been one criterion used in many 
a studies. Hakebush, Blinkovski and Foundillere (5) found that in- 
telligence test measurements in hypnotic age progression corresponded pre- 
cisely with performance at the actual chronological levels studied. They felt 
that it was possible to regress a subject back to infancy and possibly even to the 
neonatal state. Platnow (17) in addition to finding precise regression corre- 
lates also felt that clinically the behavior evidenced by the subjects when 
was consistent with the phenomena of chronological adaptation. 
In synthesizing the findings of other studies in agreement with their con- 
clusions, Platnow (17) and Dolin (3) expressed the theoretical rationale 
of regression to be—that conditioned reactions once developed do not disa 
pear completely—but leave organic traces in the nervous system. Hypnotic 
stimuli may re-animate earlier conditioned response patterns. 

Young (28) in his review of the above studies points to weaknesses in (a) 
the number of cases studied (b) the experimental procedure, and (c) the 
inadequate use of control studies in finding no real evidence for considering 
hypnotic age regression a valid change in chronological or developmental be- 


havior. He reports in detail on studies which fail to repeat the positive find- 
ings reported above. 


*Psychology Department, Long Island University; Westchester County Department of 
Health, Mental Hygiene Division. 
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Young’s review did not eliminate the scientific curiosity evidenced in 
regression phenomena, and opinion regarding its validity was still divided. 
Since that time, further experimental and clinical investigation have a 
duced again, both positive and negative evidence. Studies by Leeds (14), — 
Spiegel et al. (21), Mercer and Gibson (15), True (25), True and Stephen- ~ 
son (26), Kline (6, 7, 9, 11) and Guze (12) report results which tend to — 
confirm the opinion that hypnotic age regression actually involves some 
reproduction of earlier developmental behavior. Sarbin (26), and Orn (16) 
present data and theoretical explanations which deny the ontogenetic reality 
of age regression and place such behavior on a simulation or role-playing © 
basis. 

In addition to studies dealing with intelligence measurements or mental 
functioning components, there have been some recent investigations concern- 
ing emotional and a te pry reactions. In one rney f an experi- 
mental investigation of children’s reactions to stimuli producing fear responses 
was repeated in hypnotic age regression with results very similar to those 
reported in the original study (9). Simulation controls failed to produce 
similar reactions. Gidro-Frank and Buch (4) were able in hypnotic a 
regression to produce infantile plantar reflex reactions. On the basis of their 
study they concluded: 

1. “It is possible to elicit an infantile plantar response in hypnotic age 

ion.” 

2. “The change in the plantar response is accompanied by changes in 

ripheral chronaxie.” 

3. “This evidence supports the authenticity of hypnotic age regression.” 

Kupper (3) describes a patient with a history of classical convulsive 
seizures of grand mal type with abnormal electro-cortical activity on the EEG. 
His attacks started six years before examination and were precipitated by an 
emotional upset. Under hypnosis, convulsive seizures were iidlocdd by dis- 
covering and suggesting the specific psychic conflict. EEG recordings could 
be altered by suggesting that the patient under hypnosis regress to an age - 
prior to his first convulsion. 

Brenman and Gill (2) report on a case where in the use of experimental 
techniques in therapy, a patient some months after being exposed to a partic 
ular situation was regressed back to that time hypnotically. This involved 
principally time rather than age regression, though both are related. The 
subject spontaneously began to perspire and complain of the heat. This was 
rather surprising in view of the fact that this particular phase of the study 
took place in winter. The experimenters then recalled that on the day to 
which the patient was now regressed, Kansas had experienced one of its 
hottest summer days. 

To repeat a point made earlier, the purpose of this paper has not been to 
review historically or critically all the research literature dealing with the 
validity of hypnotic age regression. Rather it has been to indicate the salient 
approaches, typical results and the position currently expressed by scientific 
authorities with regard to this process. The details of the representative 
studies mentioned in this introduction as well as these not mentioned but 
available to research investigators, is most vital to critical and theoretical 
thinking about this phenomena. Our specific purpose here is to outline a 
theoretical explanation for hypnotic regression phenomena and our reliance 
upon the representative research literature cited had been designed to permit 
a summary statement of experimental and clinical findings up to this time. 

In considering the reepugre of hypnotically induced changes in age and 
time orientation we have in the past been concerned with a regression or 
chronologically going back problem, which involves not only the memories 
and recalled experiences of that time but all learned and unlearned experi- 
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ential activity. The issue of experiential age activity has always been assumed 
as the nuclear core in age regression and in part contributed to the diffi- 
culty in ascertaining the validity and the nature of regression. Recent evi- 
dence has pointed to time-age orientation changes in the 9 direction, 
namely aging (7, 8). The term hypnotic age progression been applied 
to this phenomenon which in relation to studies of intelligence test patterns 
and empirically derived personality reactions parallels very closely actual 
empirical date on normal aging. Thus in a theoretical consideration of hyp- 
notic age regression (Hr) we cannot exclude the additional concept of 
hypnotic age progression (Hp). In the Hp phenomena, the experiential 
component is on the surface debatable. From this factor, we may either as- 
sume (1) that Hr and Hp are different processes, or (2) they are the 
same process except that experiential conditions noted in Hr reactions are 
not as nuclear as previously thought or (3) experiential components are to 


be found in Hp as well as Hr. A theory of regression must deal with these 
issues. 


B. Current Status of Hypnotic Age Regression and Progression Data 


Three areas of psychological activity have frequently been used as criteria 
in Hr and Hp investigations (a) intelligence and intelligence test measure- 
ments, (b) motor patterns of behavior, learned and apparently unlearned 
responses characteristic of specific developmental periods and, (c) affective 
behavior of developmental significance and in therapeutic researches, ex- 
periential recapitulations. Generally speaking, where subjects are capable of 
Hr or Hp phenomena in one area, they are frequently capable of such activity 
in all areas. Hr and Hp activity appears to represent global or gestalt function 
rather than specificity of response formation. 

1. Some investigators find positive evidence both experimentally and clin- 
ically for Hr and Hp phenomena in studies of mental functioning, motor 
behavior and affective expressions of personality organization. 

2. Some investigators find negative evidence for Hr phenomena and feel 
that the behavior which is produced is (a) role-playing and/or (b) increased 
simulation acuity. 

3. Some investigators find both positive and negative evidence for Hr and 
Hp phenomena with a general trend for subjects to either meet Hr and Hp 
criteria in several measurable respects or not at all. 

Throughout the history of regression study, there has been consistent ob- 
servation which reflects a high correlation between depth hypnosis and 

ion capacity (20). Whenever positive findings have been reported the 
subjects ey have been described as capable of depth hypnosis. Although 
existing scales for indicating the nature of hypnotic depth are of questionable 
validity, regression behavior has usually n classified along with the 
deeper trance states. Even in negative regression studies (20) those subjects 
who “simulated or played a role better” according to objective criteria were 
ranked deeper on the hypnotic depth scale. 

4. In both positive and negative studies of Hr, there has been reported a 
high correlation between regression fact or artifact and the depth of h 
nosis. Although depth of hypnosis can be evaluated to some degree by 
havior and hypnotic productivity, the meaning that the various levels of 
trance depth may have with respect to the popelindquanhien involved in the 

ject’s achievement level is not clear. The meaning that hypnosis may have 

¢ individual has been the subject of some study (21, 22, 23, 18, 19) and 
though there appears to be a relationship between personality structure and 
hypnotic capability, the psychodynamics are not definitive enough to it 
localization of specific factors or groups of factors which will accurate y pre- 
dict depth of hypnotic induction. Rosenzweig and Sarason (18, 19) in stating 
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the “triadic hypothesis” stated that “hypnotizability as a personality trait is 
to be found in positive association with repression as a preferred mechanism 
of defense and with impunitivness as a characteristic type of immediate re- 
action to frustration.” Statistical data from experimental studies on this 
triadic hypothesis on the whole confirmed it. 

5. Personality organization as well as mental functioning components ap- 
pear to be related to the depth and the meaning of hypnotic induction. 

6. Depth as used conceptually with respect to hypnotic levels is somewhat 
ee and cannot be measured with significant validity or reliability at 

time. 

7. Complex and subtle variations in the meaning of the hypnotic relation- 
ship may significantly change hypnotic productivity and its characteristic 
phenomena despite clinical similarity in subject appearance and gross hyp- 
notic behavior. 


C. Tentative Conclusions 


1. Only certain subjects appear capable of “deep” hypnosis, regardless of 
different concepts or criteria of depth hypnosis. 

2. Within apparently similar levels as well as obviously different levels of 
hypnosis some subjects develop certain reactions to the meaning and induc- 
tion of hypnosis per se, and their behavior in hypnosis is in part a reflection 
of the psychodynamic correlates of this meaning. 

3. Only certain subjects can regress precisely and the somnambulistic or 
even amnestic criteria’ is not very predictive of this capacity though the 
correlation is positive. 

4. Depth hypnosis appears related to the meaning of the hypnotic trans- 
ference relationship and in part, hypnotic regression and progression capacity 
seems linked to the psychomechanics of this transference activity. 

5. Not all subjects at the same “level” or “depth” of hypnosis are involved 
in identical psychodynamic relationships and psychomechanical activity. 

6. Some subjects capable of “depth” hypnosis will be able to regress 
precisely. 

7. Some subjects capable of “depth” hypnosis will not be able to regress 
precisely. 

8. Where regression activity is released, the neuro-organizational, intel- 
lectual and affective measures of regression often reflect valid chronological 
changes. 

9. When regression activity is resisted (inhibited) , role-playing simulation 
will be evolved with invalid measures and correlates of any chronological 
or ontogenetic change. 


D. Hypothetical Constructs 


Hypnotic age regression phenomena (Hr) appears to involve a form of 
psychophysiological activity dependent upon the formation of a particular 
type of hypnotic transference relationship and its neuropsychological cor- 
relates which co-exist with “depth” oom in particular personality con- 
stellations. Experimental verification of this hypothesis will involve the fol- 
lowing requisites. 

1) An investigation of the personality configurations and characteristics 
of subjects involved in various types of hypnotic transference relationships. 

2) A study of the neuropsychological correlates of (a) each type and level 
of hypnotic transference activity and (b) the incidence and nature of “depth” 


1. Apparently valid hypnotic ion in hypnotic states within which there was no 

ys ety has been prvtind. ont reported date several investigators. This problem is 

currently being studied further. Personal communication from Henry Guze, Long 
Island University. 
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hypnosis as found in each of these transference types. 

uch an investigation involves large scale hypnosis research and while it is 
beyond the scope of this paper, mention of it must be made in indicating the 
clinical level at which the present outline of regression theory is stated. 


E. Contemporary Conclusions 


From a review of contemporary data and the use of the hypothctical con- 
structs erected at this time the following conclusions appear theoretically 
tenable: 


1. Valid Hr can be obtained in some instances. 

2. The size of the population capable of being so involved would appear 
to be relatively limited within the framework of present hypnotic techniques. 

§. The failure on the part of some investigators to substantiate the validity 
of Hr phenomena through empirical measurement may be due to an inability 
to produce the conditions pre-requisite for Hr. 

f Those investigators who have demonstrated valid Hr through empirical 


measurement have (in part by chance) satisfied the pre-requisite conditions 
for Hr phenomena. 


F. A Neuropsychological Theory 


Experimental and clinical findings point in the direction of the validity 
of Hr phenomena under certain conditions which appear to exist at this time 
in relatively limited incidences of hypnotic behavior. In the past, Hr phe- 
nomena has been considered and tentatively explained on the basis of the 
following hypotheses: 

1) a change in time organization 

2) a change in space orientation (place or person) 

3) a change in neuropsychological organization 

A change in neuropsychological organization would appear theoretically 
to involve time-space continuum alterations and thus as an operational con- 
cept may be considered as a unified explanation. What are the possible 
justifications for considering Hr as a global alteration in organizational ac- 
tivity rather than a specific change in nets 2 o age status and its 
developmental correlates? If Hr involved only the ability to go back in mem- 
ory and motor time with its recapitulation of learned and spontaneous be- 
havior it could then be seriously considered as a chronological phenomenon 
in terms of recall activity. 

Recently however, it has been shown that hypnotic age progression (Hp) 
can be produced in certain subjects and that tests of mental functioning and 
personality characteristics show variations and changes very similar to those 
previously obtained in empirical studies of aging. Although much more re- 
search is needed in this area, the evidence to date supports the idea that a 

valid measure of hypnotic age progression may be obtained on the same 
basis as a valid measure of hypnotic age regression. (8, 9). 

It would then appear that the changes noticed and measured in both Hr 
and Hp may reflect directional alterations from a central process. Thus the 
terms regression and progression when considered from an ontogenetic or 
chronological basis may represent hypnotic activity and change in a defined 
and directed sphere stemming from a central process which permits such 
change in behavioral orientation and organization. 

On the surface it would seem, from an examination of the Hp research 
data that Hp does not involve recalled or recapitulated stages of develop- 
mental activity, since there is no apparent experiential basis for this in the 
Organisms actual psychological or physiological growth. The possibility of 
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phylogenetic memories and their motor correlates in possible psychobiolog- 
ical recapitulation activity cannot be entirely dismissed from the viewpoint of 
scientific theory, but there is at this time little experimental justification for 
such a theoretical position (10). 

At this level of theory development in hypnosis it is possible that both 
Hi and Hp may represent movement of correlated chronological reactions 
along developmental lines as determined by alterations in the subjects time- 
space continuum perception. The actual state involved in such activity is 
not regression, not progression, but a central state of perceptual release or 
disorientation which permits activity in any dimension or direction of time- 
space orientation for which there is either experiential background (Hr) or 
psycho-physiological gradients (Hp). The organisms location in time and 
space, like his rotated view of the external environment is a learned and 
relatively fixed function. Constancy in such locations may be determined 
by inhibitory and other control mechanisms which condition time-space 
changes to external stimuli (chronological time, world time, body-object 
relationships and other dimensionally controlled percepts of universal simil- 
arity) . The unconscious nervous system regulation of time-space perception 
is implemented by conscious learned, partially volitional devices. Time- 
space perceptions can be disrupted by changes in neuropsychological activity, 
such as sleep, stuporous states, toxic states, nervous system injury, physical 
and emotional illnesses, hypnosis, etc. 

Thus the central induced state (“depth” hypnosis) which permits Hr and 
Hp activity may be one which breaks through learned inhibitory controls 
over time-space perceptual functions. Such activity es the organism 
of any secure perception of time, space or person unless he can effect control 
through transference displacement. It is the interpersonal hypnotic relation- 
ship which will — control and regulation providing the subject is 
willin and capable of entering into such a transference relationship. Other- 
wise the subject’s defenses against disorientation can be penetrated and his 


links with external controls (conditionally and associatively) may become” 


seriously a Ro 

In view of the tremendous threat which hypnotic activity implies in terms 
of the subject’s fear of losing self control and the associated self functions 
which he gives particular importance to, depending on his own personality 
configuration, it is no wonder that subjects resist the induction of hypnosis 
and particularly “depth” hypnosis. It is part of the organisms spontaneous 
defenses to resist all threats to its dynamic equilibrium. This is true in the 

ychological universe as it is in the physical universe where dynamic equi- 

ibrium is the basis for structure, activity, change and relative stability. 

In the light of this theory, resistances to hypnosis and especially to depth 
states involving a threat to equilibrium can involve associated equations with 
experiential threats like castration, death and sexual releases. It would seem 
that the meaning of hypnosis (equated) and the characteristics of the sub- 
ject’s resistances might be determined by the subject’s conditionally and 
associatively equated responses to total neuropsychological equilibrium. The 
organisms basic fear (presumably universal and phylogenetically valid) being 
a fear of equilibrium loss, he would in the communicative process equate it 
with the conceptualized activity he is developmentally or experientially 
most concerned over controlling. Thus the emotional impulses that represent 
a threat to the self become incorporated into his hypnotic resistances and re- 
sponses. 

P With respect to paugapepenaieaice) theory, in describing the hypnotic pro- 
cess which produces time-space disorientation we perhaps should no longer 
refer to the dynamic process as regression or progression, since these two func 
tions may involve only re-direction following disorientation. Changes may be 


26 





1 MAF ee 





of 


ee ee ee a ee ee 


7 








uced in any dimension of the time-space continuum depending upon the 
satisfaction of the pre-requisite conditions for such activity. The term h 
notic retrogression would seem to be more adequate in describing the glo 
hypnotic state within which such re-orientation processes as hypnotic 

ion and progression are rendered ible. In evolving a workab 

theory of Hr and Hp phenomena, we find that we are in turn faced with a 
more complex task, namely the theoretical nature of hypnotic retrogression. 
Our present theory may account for the dynamics of both Hr and Hp activity, 
but a knowledge of their neuropsychological mechanisms must await our theo- 
retical understanding of hypnotic retrogression which in itself may go a long 
way toward revealing the nuclear nature of hypnosis. 


Summary 


In a review of the salient aspects of research in hypnotic age ion an 
evaluation of the data tended to indicate that under certain conditions valid 
regression could be obtained. he problem of valid and invalid measures of 
age regression is discussed in the light of a rem! Pere theory of 

regression. This theory based upon a concept of hypnotic retrogression 
views regression and progression phenomena in hypnosis as a form of psycho- 
logical activity involving disorientation for the subject and a reorganization 
of his perceptual equilibrium and control mechanisms with particular refer- 
ence to time-space perception. The term hypnotic retrogression is used to 
describe the centrally induced state which alters time-space perception and 
renders hypnotic regression and progression possible. 
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Hypnosynthesis 


Ill. Hypnotherapy of Chronic War Neuroses with a Discussion of the 
Value of Abreaction, Regression, and Revivication* 


Jacos H. Conn, M.D. 
Johns Hopkins University School of Medicine 


The discoverer of Animal Magnetism asserted that “there are no cures with- 
out crises.” Mesmer thought of the trance state as having little or no import- 
ance preferring ‘the piteous moans, the torrents of tears, and the spasmodic 
jerks” (6, 9). It was Puységur, who first recognized the significance of the 
trance state and who utilized it as the basis of what later came to be known as 
hypnotherapy. The value of “Cathartic Hypnosis” was re-discovered by 
Breuer, Freud, and Janet and later discarded as being of little permanent 
value, when Freud went on to “waking hypnosis,” then to develop the method 
of “free association” and later the concept of “transference neurosis.” The 
concept of “Cathartic Hypnosis” which had been lost sight of from the time 
of Mesmer to that of Freud was enthusiastically revived as being of major 
therapeutic significance during both World Wars (10, 20). Brenman (3) 
has stated that the terms “Catharsis” or “abreaction” do not appear in the 
last edition of Bramwell’s 500-page textbook on hypnosis (1928). Tuckey’s 
book, which went through seven editions (1889 to 1921), also contains no 
reference to these terms, although he refers to cases of “shell shock” treated 
under war conditions (without re-living repressed affects) (7th Edition — 
1921) (20). It would appear from these observations that as the therapeutic 
goal of the investigator changed so did the response of the patient in the 
trance state. 

During the past few decades practically every experienced psycho-therapist 
has commented upon the limitations of the cathartic method and has been 
critical of any ~ 5 hasry which was based chiefly upon the search for traumatic 
experiences. Wolberg (22) has stated that “One can spend many frustrating 
hours in a vain attempt to enucleate experiences that the patient in despera- 
tion may finally manufacture. Furthermore, the enucleation of repressed 
memories and experiences even when successful and accompanied by abre- 
action, will in most neurotic conditions not effect cure.” The same author 
stresses that “The essential task in therapy, therefore, would seem to lie not 
only in the recovery of early traumatic experiences but also in ascertaining the 
reasons why the experiences became so pagent as to necessitate depres- 
sion .. . Furthermore, if (the patient) gets an idea that he is expected to re- 
member things that he has forgotten he is likely to conjure up memories that 
are partly or wholly incorrect and to present them to the analyst in an effort 
to please him.” 

Most hypnotherapists also would agree with Brenman (16) that “by and 
large when a deeply hypnotized person is asked to make a decision that what 
he attempts to do is to find out by any and all possible cues what you want 
him to do and make that decision; the attempt to please you, or at least seem 
to please you, becomes of first importance.” In a previous paper (4) it was 
stated that the lack of spontaneity of the trance state is associated with the 
hypnotized person’s seed fas “further direction.” He is waiting for clues and 
hints as to how to behave and what to look for in order to please the hypnotist.” 


*Read in part before the Third Annual Scientific Meeting of the Society for Clinical and 
Experimental Hypnosis, September 27th, 1952. 
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It would, therefore, seem likely that in the “specific type of inter-personal 
relationship which is known as the trance state,” that the individual becomes 
keenly aware of the goals of the investigator and will produce the type of 
material which is expected of him. The hypnotized person is aware of the 

resence of the therapist even when regressed to childhood. Brenman (16) 

reported a woman in “deepest hypnosis” who screamed, “I am falli 

out of a high chair, Doctor catch me. I am falling.” Masserman (14) has dis- 
cussed the behavior of a patient “in a deep hypnotic trance” who was re- 
= (after being confused and disoriented for place and time) to her sixth 

irthday, then asked to recall her fourth and second birthday parties which 
she did with a wealth of detail and appropriate voice and gestures. He then 
directed her to re-live her birth to which she responded by a “halting,” tor- 
tured reply, “I feel cramped! Now, it is cold!” “Thoroughly suspicious by 
now,” he “told her in a matter-of-fact, authorative voice that she now was in 
her eighth month of intra-uterine life”. . “as anticipated” she responded with 
the simple statement, “It throbs.” The patient, a student of biology, “in 
accordance with an intense transference determined desire to comply . . . had 
unconsciously called from her knowledge of embryology an impossible 
screen memory that she thought appropriate.” ““This and similar experiences,” 
concluded Masserman, “have demonstrated to me that it is a wise hypnotist 
who is continually aware of just who is hypnotizing whom!” 

The soldier with a war neurosis in a trance state or under the influence of 
pentothal is strongly motivated by a desire to return to combat and the dread 
of eid to experience further traumata when he already has reached the 
limits of his psycho-physical endurance. War neuroses which are specific 
types of neurotic illness arising out of war stress (2) have been treated by 
two contrasting approaches which can be summed up by the terms, expressive 
and suppressive. 


Those who use the expressive method (like Narco-Synthesis) (10, 11) 


insist that (a) insight must be increased and that the therapist should play an . 


active role in “giving insight,” (b) that the abreaction of anxiety (and other 
effects) should be encouraged, even if this involves overcoming considerable 
and even intense resistance. Those who prefer the suppressive techniques (like 
Narcoanalysis or hypnoanalysis) advocate (a) the use of “strong suggestions” 
for the cure of the patient while he is under the influence of drugs or during 
the hypnotic trance without any attempt being made “to revive unconscious 
affects” to “uncover buried material” or to “work through” the etiologi 
psychodynamics.” The proponents of the “expressive approach insist that 
patient “experience and realize anxiety in order to overcome it.” Pressure is 
maintained in therapeutic interviews “for the purpose of forcing the emotions 
into consciousness even if it is difficult for the patient to understand the logic” 
of such a therapeutic course. 

The attitude toward hypnotherapy is also different in the two approaches. 
Grinker and Spiegel who are convinced of the necessity of abreacting har- 
rowing experiences in a vivid melo-dramatic manner state, “We. have not_yet 
felt free to use hypnosis in view-of the public’s misunderstanding of the 
method and its association with non-medical theatricals.” Hadfield is quoted 
by the same authors, as condemning the injection of Pentothal and the sub- 
sequent abreactive experiences because the drug is “a crude though sometimes 
necessary assault on so sensitive an organ as the mind, and in spite of its abre- 
active value, often leaves the more basic and moral problems unsolved.” 
Grinker and Spiegel (10) refer to the work of Fisher, Brenman and Gill stat 
ing, “We believe hypnotism when performed in the manner of inducing abre- 
actions and effecting adequate synthesis is of no less value in therapy than 
narcosynthesis. But we do not subscribe to the hypnotic technique of treating 
symptoms and forcing their disappearance by strong suggestion.” 
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At this point it may be well to indicate two major clinical propositions. ‘The 
first is that the patient cannot be coerced into getting well by any approach 
decided upon in advance by the therapist. The patient must find his own way 
of getting well just as the therapist must work out, in an individualistic man- 
ner, his own way of helping the patient. The second is that there is no such 
thing as giving a patient insight. Zilboorg (25) is critical of all types of brief 
psychotherapy because in all of the approaches “it is the therapist who is the 
chief contributor to the development of the patient's insight.” He concludes 
that “It is erroneous on theoretical as well as clinical, empirical grounds to 
assume that insight-curative integrative insight develops through the rational, 
the intellectual, the purely conceptual routes.” “Therapeutic redintegration 
must be not only an affective experience but an affective process, a series of 
affective reconstructive experiences coming from within the psychic apparatus 
and not from without” . . . Insight is a state of ego functioning which results 
“when the pathogenic agent has been removed, dropped or lost;”...“it is.a 
matter of making the patient give up or lose something” not of giving some- 
thing to the patient. Zilboorg (25) also has emphasized that during the 
period of treatment the analyst “is the only true reality through which the e 
can safely experiment with the process of integration . . . It is therefore tech- 
nically erroneous from the standpoint of therapy to relate problems of trans- 
ference almost exclusively to infantile sexuality or infantile experiences.” 
Furthermore, only “insight through tranference is the only type of insight 
which serves the purpose of re-orientation and redintegration of the ego.” 
These cogent statements by Zilboorg fit in with Kubie’s and Margolin’s con- 
clusion (13) that hypnotherapy is effective because ‘“‘the incorporated image 
of the hypnotist plays the same role in the hypnotic subject as does the incor- 
porated and unconscious image of the parental figure of the child or adult.” 

It still is a controversial issue among many investigators whether hypnotic 
regression is a fact or an artifact. Young, (23) who believed it to be an arti- 
fact, concluded his study with the statement, “Hypnosis is playing a role with 
all one’s heart, but not with all one’s mind.” Masserman’s opinion has been 
cited above. True and Stephenson (19) failed to demonstrate any correla- 
tion between the electro-encephalogram, the pulse rate and hypnotic age re- 
gression. These investigators were able to produce dorsiflexion of the big toe 
in five out of six patients and sucking responses in two of the six patients when 
they were regressed to one month of age and concluded that “age regression 
to infancy is physiological as well as psychological.” Gidro-Frank and Bowers- 
buch report similar data. Erickson and Kubie (7) have described two types 
of regression: (a) in terms of what the subject as an adult understands, re- 
members or imagines (b) revivification ‘in terms only of what actually be- 
longed there . . .’ The present itself and all subsequent life and experience 
are as though blotted out.” Brenman (3) has observed that the recovery of 
significant traumatic experiences may occur as “a muted echo of the original 
feeling with a complete awareness of current reality” or “at the other extreme 
actually appear to be reliving the episode in an uninhibited and overly tem- 
pestuous manner, screaming, cowering or trembling.” 

It is the thesis of this paper that the attitude and goals of the therapist and 
the cues which the patient obtains from them determine whether the patient 
quietly discusses his harrowing experiences or violently abreacts them in a 
terror-stricken manner. It is furthermore concluded that it is not the recall 
of the traumatic experience which is of therapeutic value, but the patient's 
acceptance of what he thought, felt and did without the need for neurotic 
defenses. This is in keeping with Zilboorg’s statement (25) that true insight 
“means to be freed of that surplus of unconscious affects which either inhibits 
or intensifies one’s conscious ‘intellectual’ processes . . . It means the elimina- 
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tion of affect which (unconsciously) does not let the patient feel what he 
feels and see what he sees.” 

The author submits that such insight can be obtained with the use of 
hypnotherapy in a permissive inter-personal relationship where no specific 
therapeutic goals are set and no psychological contents are expected of the 
— which he does not freely give. The details of this type of approach 

ave been described in previous papers (4, 5). However, a number of items in 
the procedure may be indicated: 

(a) The patient does not receive any initial period of training in hypnosis 
as is required for most types of hypno-analysis (17). 

(b) The patient is told at the very start that he need not say anything if he 
so desires and that he can get completely well even if he remains 
silent. 

(c) No effort is made to produce a “deep” level of hypnosis and amnesia 
is never suggested. 

(d) No mention of the word hypnosis is made during the initial inter- 
view and no discussion is introduced as to how it does or does not 
work. 

(e) The number of hypnotic interviews are never “fixed” in advance but 
are arranged by the patient in the trance state who usually chooses 
to return once or twice a week. 

(f) The term, sleep is never used in the formulation to the patient during 
the induction of the trance state. The use of the concept of s 
(that the patient will become sleepy, that he will wish to fall asieagh 
implies a maximal ows of gegen on the part of the patient and 
is not in keeping with the facts derived from clinical and experi- 
mental studies (23). The concept of active patient participation is 
preferred to that of being overcome by an impersonal “sleep process” 
as it provides a greater opportunity to modify the patient’s motiva- 
tional forces. 


Case Material 


The first patient is a 22 year old veteran of the African campaign who had 
a stereotyped head movement (he would suddenly turn his head “as if to 
look backward”), battle dreams in which he “saw his buddies screaming in 

ain,” lapses of unconsciousness (‘black outs’) during which he would start 
or one place and end up in another without knowing how he had gotten 
there (fugue states) . The headaches would “build up” in intensity until they 
became “almost unbearable” and then he would have a “fit.” Witnesses re- 
ported that he “would stagger, fall and act as if he were fighting the war all 
over again.” For several hours following one of these epileptiform seizures, 
the patient would remain disoriented for person and place. 

The veteran is a high school graduate who described himself as being a 
very devoted son, as liking to be with people and as being “very sympathetic.” 
He had been a good athlete, had enlisted and was proud of his “outfit,” his 
superior officers, and had wanted to get into combat. He is the oldest son 
and the second of 5 children. His mother also “loves people” and “goes out of 
her way to lend a helping hand.” The father is a more passive person who 
depends on the wife to make most of the decisions. The family history is 
negative for nervous or mental disease. 

In April, 1943 just before the end of the African Campaign, a shell 
exploded close to the patient and the blast was followed by a period of 
unconsciousness. After being treated in a series of army hospitals, the patient 
arrived in this country in June, 1943. At this time he could not identify his 
parents. (“They looked like strangers. I'd shy away from being kissed; when 
my mother would give me something, I wanted to pay her for it.”) In 
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September, 1943 the patient accidentally tripped over the hem of his over- 
sized hospital gown and fell down a flight of hospital stairs. He picked him- 
self up, begein running and yelled, “Give me a grenade; here they come.” 
After being quieted he asked to see his parents, and recognized them for the 
first time since his arrival in the United States three months previously (June 
1943). The incident received nation-wide publicity as an example of com- 
plete recovery from amnesia following a fall. What was not mentioned was 
the fact that the patient could not recall anything that had happened from 
April until September 1943. 

The first hypnotic interview occurred on July 11, 1944. The veteran had 
been discharged in October 1943, after 2 years of military service. The 
immediate problem which he presented was whether or not he was well 
enough to marry. He had become engaged in May 1944 and had set the 
wedding date for August 1944. It was his prospective father-in-law who had 
arranged for the examination after another psychiatrist had told the patient 
that he was not well enough to be married. During the initial interview the 

atient appeared perplexed and in distress complaining of an occipital 
adache and of being irritable which was in contrast with his former “easy 
going” affable manner. 

The neurological examination was non-contributory. An se areyeret ae yee 
gram (8-18-44) was reported as follows: “A 9 per second alpha rhy of 
some irregularity is present in both occipital leads. The frontal and central 
leads show a more irregular activity consisting of alpha infrequencies and a 
good many slow waves of average frequencies.of 5 or 6 per second. Voltage is 
not particularly high but somewhat unstable and there are a few sudden 
bursts of increased voltage. No consistent side differences. Hyperventilation 
produces gradual disorganization after one minute, finally almost irregular 
slow waves in the frontal areas. This, however, returns to the previous level 
quickly after over-ventilation has stopped. Impression: slight irregularity 
and non-specific diffuse abnormalities in the resting pattern, marked sensi- 
tivity to over-ventilation. X-rays of the skull revealed bits of shrapnel in the 
head, neck and right hand. 

The prospective father-in-law was informed that the prognosis was r 
and in spite of the pleas of the fiance the marriage was postponed indefinitely. 
The author’s initial therapeutic pessimism was discounted when the patient 
proved to be an excellent subject for hypnotherapy. Preliminaries are omitted 
except to state that the patient was informed during the initial trance state 
(July 11) that he need not say anything and that he could get completely 
well if he chose to remain silent. He was told to ‘relax’ while his gaze fixed 
upon a small shiny object; after a few minutes he closed his eyes. The eye 
lids quivered and he entered the trance state. The patient was silent for a 
while. Then spontaneously began quietly to relate the episode of his fall 
down the hospital stairs (Sept. 1943) : 

“I woke up and had a knot like an egg on my head. I thought I was in a 
concentration camp. I did not recognize the uniforms or the people around 
me. I was looking for my gun and grenades.” You can talk about it if you 
want to. He then went on to say, “Before the concussion, the strain was 
waiting to be killed. I wanted to be killed or get back home. I saw one of my 
buddies arms hanging. I was behind some rocks; I got three Germans. Two 
nights before I was on a patrol and killed a German sentry with my bayonet. 
I was refilling my gun with ammunition. I saw they were coming at me. This 
was it; the fields was full of enemies. I got my hand grenade out. I hu 
the ground. I guess it came too close. I was yelling for help; four fellows 
came over in a litter. I felt like everything was blotting out. I had put 
everything into calling. I don’t remember being taken to the evacuation 
hospital. I can see lines of litters. I felt like a noise was banging in my head. 
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I felt very scared of people. The doctor loosened my sleeve; two fellows held 
it and he gave me a needle. I got dizzy; he started talking to me. I wanted to 
answer but I couldn’t. He did it again a few more times, sometimes twice a 
day. I couldn’t talk, I was afraid.” 

The patient went on to describe how he had been taken by plane to Oran, 
that he didn’t realize that he had been in the army, wondered who and 
where he was, how he had become combative saying, “I wanted to get up and 
do something — That's it, I wanted to get back into combat in order to get 
my furlough and get home.” 

During the following hypnotic session he quietly said (July 14), “We 
only had 18 more miles to go. It was only 2 weeks before it was all over when 
I was wounded. We had been promised a furlough. I worried if I was 
wounded I'd have to stay in Africa. I worried what was going on with E (his 
former girl friend). We had gone steady for 4 years before I went overseas 
(Dec. 1942) . We had quarrelled before I left. I didn’t receive any mail from 
her. I thought she was mad. I thought there was trouble at home. I wanted 
to find out what was going on at home and with my girl friend. I knew I 
couldn’t get home unless I was wounded or shell shocked. I had been 
wounded in my hand (Feb. 1943) . I got off easy that time. I felt I ought to 
go back and get revenge. I didn’t want to go back and I didn’t want to leave 
my buddies, so I forgot the whole thing.” The patient was complimented on 
his ability to accept himself as he actually was and told he had a right to be 
himself in keeping with his “true feelings.” 

During the next 2 weeks (there were 2 hypnotic interviews each week) 
the memory fragments were pieced together. He recalled the many kindnesses 
of a nurse at Oran, how he had been upset by a buddy’s gift of a ring sayi 
“I thought he was a queer. I hate them. They might start fooling aroun 
When he gave me the ring and said, “Don’t thank me,” I was afraid he'd 
start fooling around.” He now (July 21-6th hypnotic interview) could 
explain his head tic. (“I was reaching for a grenade and turned my head 


watching for a bayonet in the rear when I was struck.”) At this phase of - 


treatment the severe headaches which he had reported as being “all over” 
the head was “more like a pressure at a point above the bridge of the nose.” 

On July 25 (14 days after the first hypnotic session; there were 8 in all), 
the patient reported the compulsion to turn his head had completely dis- 
appeared. He said, “I feel more cheerful and happier. Before I was a boy 
without a past. I even worried if I was already married to someone. I 
remember how the nurse (at Oran) taught me how to talk again. I used to 
write real slow.” He recalled repeated attempts to get him to talk or abreact 
had failed (‘““They used to give me a needle every day (April-May 1943) that 
made me hazy, then the doctor would ask me questions. They were disgusted 
but they just couldn’t get the right answers. I had a fear of something. Maybe 
I was afraid I never could talk anymore. I felt 1 had lost my voice. I knew I 
had shrapnel in the back of my neck.” 

Following this session (July 25) the patient returned home and told his 
mother, “I know everything that went on in the 5 months I was in the state 
of amnesia.” His mother related how he had informed her of the details of 
his stay in various hospitals, his trip home from Casablanca, the difficulty he 
had using the telephone (he put the wrong end to his mouth when he had 
tried to call his parents). After giving his mother this detailed account, he 
asked, “Do you think I'll be all right now that I can recall all of those days 
that I spent in the darkness? I fcel like a great burden has been lifted from 
my head.” The patient then said that he was “through” with his fiance. 
(“I never loved her. I never could be happy with her.”) His headaches dis- 
appeared, as did the fugue states and epileptiform seizures. On August 25 
(6 weeks after treatment began), he stated, “I haven’t had a headache so 
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long I don’t know what it’s like. I feel so relieved and relaxed. I don’t think 
pie war anymore. There is nothing to be worried about.” He had gained 
12 Ibs. and felt physically fit. The patient now could identify all the pictures 
in his scrapbook which he had brought from overseas. (“Before they were 
just cards to me. Now I feel that I have been there — on the hot desert, and 
in the Sultan’s palace in Casablanca. It’s not just a picture now. I can visu- 
alize it.”) He went to relate how his fiancé had found a ring in his pocket 
(which he had purchased to sell at a profit) and had said, “Let’s go home 
and tell Dad we're engaged.” The patient said, “I didn’t want to hurt her 
feelings so I just let it pass. She was always pestering me to do things her 
way. She got me to work for her father. I tried to impress everyone so I worked 
too hard. I was too scared to do it my way.” 

The grand finale came on Sept. 11, 1944. The patient told his fiance of 
the true state of affairs in the presence of the therapist, her father and his 
mother, saying that he had deceived himself as well as everyone else. The 
conference ended fairly amicably and it was decided that the couple should 
never see each other again. The patient later married his previous girl friend 
(1945). A follow-up report (Sept. 14, 1952) indicated that he had main- 
tained his improvement, was self-employed and had made an excellent 
adjustment to marriage. He still had an occasional headache, but no battle 
dreams were reported. There had been 15 interviews, 8 of which were 
hypnotic. The treatment had begun on July 8 and the last interview was 
on Oct. 9, 1944. This material would seem to corroborate Grinker and 
Spiegel’s conclusion that “Every war neurosis is a at ore oy since the 
old unsolved conflicts of the past are stimulated by stress to assist in the 
production of a neurotic reaction and its persistence once formed.” The 
conflict between this soldier’s desire to remain with his buddies and his 
strong need to withdraw from combat is also illustrated as well as the futility 
of trying to coerce him into talking about his war experiences when his 
neurotic compromise was to remain mute and behave as if he were shell- 
shocked so that he could be sent home to his sweetheart and mother. As he 
aptly put it, “I knew I couldn’t get home unless I was wounded or shell 
shocked ...and I didn’t want to leave my buddies so I forgot the whole thing.” 

The second patient is a 23 year old veteran who had been at Pearl Harbor 
where he had witnessed the decapitation of his buddy while helping to fight 
off the enemy attack. Five years later he still was having battle dreams, fugue 
states, pains in the head, epileptiform seizures (every 2 or 3 weeks) during 
which he repeatedly struck his head on the floor or sidewalk. The patient 
would place his hand in back of his head and complain of severe abdom- 
inal distress as if someone were “tying a knot” in his stomach. He had lost 
several jobs because of his seizures. The attack which preceded the initial 
examination (Feb. 1946) was one of a series which had occurred at a neigh- 
borhood recreational center. The seizure lasted one hour and forty minutes, 
much longer than usual and had taken place on a dance floor in the presence 
of several hundred teen agers. During the attack he was heard to mutter, 
“Nurse, don’t give me any more morphine,” and “Captain Harris, your 
brother had his head blown off.” He then became combative, had to be 
restrained, and upon recovering said that he was hungry. 

The patient is the younger of two children. He had repeated two grades 
and completed the fifth grade and was described as being “good natured,” 
sociable and “never liked to see anyone get hurt.” He was a devoted son who 
felt closer to his mother than to his less assertive father (who later was 
treated by the author for a hysterical illness) . After working at several jobs, 
the patient enlisted in the army at 18. He did his best to become an expert 
rifleman, failed to qualify and was humiliated when he was threatened with 
being transferred to a pack train which he considered to be the lowest form 
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of degradation. The patient reacted by becoming depressed and made a 
suicidal attempt in the presence of the entire regiment. He was locked up, 
then was let out to help “pick up the bodies” during the attack on Pearl 
Harbor. At the end of 10 months of service he was discharged, then drafted 
2 years later (1943). The patient was placed in a tank corps where he wit- 
nessed several deaths during maneuvers, had several epileptiform seizures 
and was discharged 3 weeks after re-entering the service. 

The electro-encephalogram record was read as follows: “The voltage tends 
to be low but there is a good deal of shift of voltage. The wave pattern is 
irregular and there are random slow waves. No locallizing differences are 
present. Hyperventilation does not change the pattern. No bursts of abnormal 
waves appear. Impression: Record is within normal limits. No clear sign 
of epilepsy.” 

During the initial examination (Feb. 24, 1946) the patient was relativel 
free of complaints. He referred to the last seizure which had occurred a w 
previously saying that while dancing he felt as if “somebody was stirrin; 
my stomach with a spoon. They said I said something about a soldier wi 
his head cut off.” The patient was readily inducted into the trance state by 
fixating his gaze and by repeating, “You are relaxing. You are going into a 
re state.” The object held before his eyes was slowly lowered and he 
closed his lids after an interval of 40 seconds. Two minutes later his raised 
arms was cataleptic and was lowered in a slow, cogwheel fashion. The patient 
was instructed not to say anything unless he felt it would help him, that he 
could remain silent and recover completely. He was unresponsive for a few 
minutes and then said, “Hawaii.” 


Do you want to talk about J? "yen 

What's on your mind? “I see arms, legs, heads (starts breath- 
ing heavily), picking them up.” 

Who? “Me. I don’t want to pick them up.” 

Do it for the last time, then for- “Officers make me pick up the bodies 

get about it. and all the parts. I don’t want to pick 
them up. It makes me sick on my 
stomach.” 


The patient quietly went on to discuss how badly he felt after failing to 
qualify as a rifleman. He spoke in the past tense saying, “I felt that they 
ought to give me another chance with another rifle. I couldn’t use the Spring- 
field. I got another rifle (M-1), did all right. They wouldn’t let me qualify. 
They threatened to put me in a mule pack company, a dirty outfit for guys 
that don’t know how to do right. I told them I'd be better off dead. I did it 
to kid. I put my rifle on the ground and put my neck to the barrel; the 
whole regiment saw me do it; one boy came over and pushed my head to one 
side. The rifle went off accidentally. I thought it was locked (weeps). I 
didn’t mean it. They thought I was crazy.” 

The patient went on to tell how he had been released from the hospital 
lock-up on Dec. 7, 1941 during the attack on Pearl Harbor. He spoke in a 


quiet, matter-of-fact tone of voice, saying, “They let us out to pick up the 
bodies. Bombs were still dropping.” 


Would you like to tell me what “A buddy’s head cut off. Bombs burst, 

you see shrapnel.” (Becomes flushed, head be- 
gins to shake) . 

It’s only a ee to be for- The patient quietly continued, “I 

gotten completely like a dream. started to pick up bodies. I couldn't 


eat for about a week.” 
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He then talked about his trip back home and mentioned the names of the 
army hospitals where he had been before being discharged in 1942. He spoke 
of having recurrent dreams of a “buddy with his head cut off and of picking up 
bodies;” then said, “I could see all that while I was walking around even 
after being discharged from the hospital.” He added, “I see people who re- 
mind me of my buddies; I saw a boy friend, a week ago; he reminded me 
of William H., he was the one without a head. After that I started to black 
out and had a spell.” 

While in the trance state he was told that “Every day the pictures will be- 
come fainter and fainter and was asked to repeat, ‘I live in the present. I will 
forget the past.’” 

On March 4 (third hypnotic session) the patient said, “I feel like a load 
has been lifted from my mind.” He then went on to talk about his second 
induction (1943) into service. He had been placed in a tank company and 
had an epileptiform seizure. (“I threw one of those spells. I saw a lot of boys; 
five got run over by tanks. They looked like they were dead; they were. A 
lot of them got killed on maneuvers; tanks going over hills, turning over; 
boys getting in the range of real bullets.” He remembered that he had sev- 
eral seizures after being sent to the hospital, saying, ““The boys there re- 
minded me of him (William H.). They just reminded me of him. I don’t 
want them to. He was my buddy. I liked him.” 


And now? “He doesn’t exist anymore. He just van- 
ished. I wanted him to. He just wor- 
ried me. It could have been me. I just 
wanted him to vanish.” 


Repeat: He vanished for good. The patient repeated this phrase and 
added, “I cannot see him, just like I 
can’t talk to him. It means I won’t be 
able to see him again. When I had 
those spells, I a¥ * bumping my head. 
I tried to get that scene out of my 
head; that’s the only thing it could 
be, trying to make that vision of Wil- 
liam H. leave.” 


On March 11, 1946 (5th hypnotic session) he reported that everyone said 
that he was looking much better. The patient spontaneously discussed his 
suicidal attempt. He said that he had been anxious to be a “good all around 
man,” and stated, “I never thought I could fit in with those older men. 
I wanted to rate tops. I tried awful hard and couldn't do it. I felt ! was no 
good to the company. I didn’t want to be embarrassed by the boys telling me 
I was no good with the rifle. I took the rifle and put it under my neck and 
made out I was going to shoot myself. I didn’t care anymore. I really did feel 
I just didn’t want to go through with the army. I didn’t care if anything hap- 
pened to me.” (Later while in the hospital), “I felt like ending it all. I 
thought of taking a spoon, sharpening it and stabbing myself with it. I 
thought of a lot aways. I lost my nerve after that one time. It’s a pretty hard 
thing to do.” He then repeated, without any attempt at revivication or dra- 
matic re-enactment the story of how he had carried the parts of bodies and that 
he and William H. had set up a machine gun. The patient said, “They started 
strafing us. My buddy (William H.) was feeding the ammunition, then I 
heard the bomb burst I looked around, a piece of shrapnel cut his head 
off. I laid down and started to scream. I wied to crawl back; I lost my nerve. 
I couldn’t move; I was froze stiff right in my tracks. I saw his head drop; he 
laid down on the ground and started kicking. He looked like a chicken 
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with his head cut off. Then I loosened up and went back to the company. 
We went back to Hickham Field to clean up the bodies. I felt sick on my 


stomach. I didn’t want to pick up the bodies. A leg here, an arm there. It 
was awful.” 


It doesn’t bother you now? “It is just a dream that is past. I don’t 
think of it except here.” 


The patient reported that he no longer had disturbing dreams (since 
March 11, 5th session). He returned to the recreation center where he had 
his last seizure (Feb. 17) and felt at ease. 

There were 17 hypnotic interviews distributed over a period of 314 months 
from Feb. 24 to June 14, 1946. A follow-up interview 6 years later (Sept. 3, 
1952) revealed that the patient had married, was gainfully employed and 
free of his previous complaints. This was corroborated by his parent's 
statement. 

The patient was never encouraged to abreact his terrifying combat ex- 
periences and responded to the therapist’s calm attitude by talking quietly 
about picking up parts of bodies and witnessing the decapitation of a 
buddy. There was a definite attempt made to “suggest” what the patient 
wanted to have happen, that the disturbing memories of the past would 
vanish “for good.” This “suppressive” method was effective because in the 
author’s opinion, the patient experienced the words of the therapist as if 
they were his own thoughts and his own wishes that he would never again 
be able to see the “vision” of the decapitated buddy. As one patient put it, 
“I hear you like you are my own thoughts, but when you ask me about it, 
I hear you talking to me in your natural voice.” This is in keeping with 
Kubie and Margolin’s concept that while in the trance state the patient's 
ego is strengthened by fusing with that of the hypnotist and Brenman’s 
observation that “Hypnosis is a remarkably labile and fluid state in which 
one can report shitettam that just happened and already be in a somewhat 
different psychically organized state.” 

This clinical material corroborates Grinker and Spiegel’s (10) opinion 
that “no neurotic consciously becomes ill to gain freedom from combat.” 
But the crux of the problem is not, as they suggest, the regression to a 
passive-dependent state but the patient’s inability to handle the double state 
of consciousness which is the result of a damaged ego organization. The 
patient cannot integrate what Morton Prince (15) had termed, the co- 
acting or co-existing subconscious state, and finds it necessary, for effective 
ego functioning, to reduce the “threat of annihilation” (12) by “blackouts,” 
fugue states or epileptiform seizures. Hypnotherapy synthesizes these so-called 
co-conscious states and makes it possible for the patient to develop an inte- 
grated ego-organization. 

The third patient is a 32 year old veteran who had experienced combat 
in the Pacific Theatre. He had enlisted in 1943 and was discharged a year 
later with a diagnosis of “psychoneurosis,” because of irritability, insomnia 
and battle dreams. After his discharge he drank excessively and continued 
having battle dreams (“I dreamed about being overseas. 1 always see two 
friends who ene out of a fox hole near me.””) Before his enlistment the 
patient had been emotionally unstable and immature. During a psychiatric 
examination in 1938 he was reported as having facial tics and “stutteri 
when under stress.”” He had been concerned that he was not “masculine” 
said, “I wish the scar on my arm (resulting from a fall) was on my face, then 
they wouldn’t call me ‘baby-face.’ I did wear a mustache, but it did not 
help much.” He had been very jealous, drank excessively, had frequent 
temper tantrums and frequently had accused his first wife unjustly of phil- 
andering. He remarried soon after his divorce in 1943. 
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He made a poor adjustment to civilian life following his army discharge 
(1944) became depressed after the death of his mother-in-law. (“My wife 
didn’t understand me like her mother did. She was better to me than my 
own mother was.”) He said, “My wife’s mother was very helpful to me when 
I was moody. I tried to forget about the things I saw overseas.” While in- 
toxicated he would become combative, and on one occasion attacked his 
wife, then crawled under the bed screaming that he was being attacked 
by Japs. 

In 1947 after drinking excessively he broke into a former employer's 
store and took a radio. His employer had been “very considerate;” there had 
been no pressing financial needs and the patient expressed his puzzlement 
as to the motive for stealing the radio when he had three radios at home. 

After the initial examination the author in his capacity as Acting Chief 
Medical Officer of the Supreme Bench of Baltimore recommended that the 
patient be sent to a veteran’s hospital for further study. As the psychiatric 
consultant to this hospital, the author had the opportunity of observing the 
patient on wards and while in the trance state. When asked directly to 
relate what had occurred the patient only could recall that he had been 
drinking heavily and said, “I can’t tell you what happened. The next morn- 
ing when I woke up my wife asked me where I got the radio. I told her I 
must have bought it.” He stated that his former employers had been “the 
swellest bunch of people I ever worked for,” and that he could not explain 
why he would want to steal the radio. He spoke in a tense, jerky manner 
bursting into tears, clasping and unclasping his hands. 

The patient was readily hypnotized in the presence of the hospital staff 
on Dec. 24, 1947. The following dialogue was recorded at this time: Dr. 
Conn: “Sit over here. Make yourself comfortable. You can put your head 
against this wall. Look over here. (Dr. C. holds up his pen). Make every 
muscle relax. Completely relaxed, completely at ease. Your eyes are closing. 
(Dr. C. slowly lowers the pen). Your eyes are shut tightly.” (The patient is 
breathing quietly; his eyes are closed; he does not respond unless stimulated) . 


Dr. CONN PATIENT 

You may talk if you want to (Breathing heavily, flushing) 
do so. 

Do you want to tell me what is “Certain jungles.” 


on your mind? Can you de- 
scribe it now? 


Jungles? “Vines, vines.” (His hands begin to 
jerk; he becomes very tense) . 

You have been afraid to think “Of jungles. Friends. They are hurt.” 

of it. Now you can think of it. (tearful, flushed, breathing heavily) . 


It is a picture of what? 


Tell me what you see? “We are putting wire up. (The patient 

had been a linesman) . They shot them; 
they fell. Mortar fire, from a fox hole 
to my left. Another fox hole. 
“Shell went into that hole. Blew my 
friends out of it. Saw them lying there. 
Parts of them. Guts.” (Crying, body 
becomes rigid, then tremulous.) 
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Dr. Conn PATIENT 


Now you can forget the whole ey 
thing. It can be wiped out, just 

like you wipe off writing on a 

slate. Now you can think about 

what happened when you were 

drunk that night. You are back 

in the saloon, drinking. Can 

you see yourself there? 


Where did you go from there? “Across to the store.” 

What did you do? “Tried to get in the door.” 

And then? “Went inside.” 

What were you doing? “Picking up an A-105.” (Large shell; 
3 in a box) 

What did you do with it? “Put it in the truck.” 

And then? “The truck wouldn’t start.” 

What did you do? “Hailed another one.” 

Can you see yourself riding in “Hailed a taxi cab.” 

this other truck? Where were “Back to my area. Helped me out with 

you going? it. Truck driver.” 

Anything else? “He helped me out, then went on; 


that’s all.” 


You will forget this matter 
completely. You will forget the 
past. It will be like a dream 
you can forget completely. 


Is there anything else on your “No. sir.” 
mind? 
When I count five, you will The patient opens his eyes at the count 


open your eyes and feel relaxed of five, smiles and says, “I feel good.”) 
and stronger in every way. (Dr. 
Conn slowly counts to five.) 


It was thought advisable to include an amytal interview in the court 
record. The following is a detailed report of the sodium amytal interview 
recorded by Dr. C. Strahan: 

The sodium amytal interview was done with the usual technique, using 
7% pe of sodium amytal intravenously. 

The patient slowly went into a semi-comatous state. When the question was 
asked what was the first thought that came to his mind, the patient suddenly 
became tense, rigid and began slapping his face, sobbing—““They’re closing 
in—don’t you see them—bad—squeezing him—flies—gnats—steaming jungle” 
— (he slapped at his face, blew from his lips—brushed them away from his 
face) . “Take them away, get them away Ammo.” The patient is then asked 
if he recalls getting a truck, breaking into a store—he repeats “Ammo” again 
—“They needed Ammo—my buddies needed Ammo—I took a truck to et 
Ammo — into the dump — nobody there — can’t get in — can’t get 
Ammo.” (All the time he was very tense.) “I pushed a truck through the 
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gate—I got one—got to the truck—put it on the truck—truck wouldn't start— 
mires—bayonets—get the yellow devils—get him—get him—kill the son of a 
bitch—kill the bastard—fire—fire—kill the yellow bastard—running to catch 
them—stick him—stick him.” (While this was going on, the patient was 
writhing, twisting, apparently attempted to swing and had to be perp | 
“I don’t care—it’s only taste—tastes like licorice—no it ain’t—put me up—O 
I don’t want to sleep—want to sit up—I thought it was something funny— 
put me to sleep—put me up please—I got matches that’s all—I’m going to the 
Ammo dump—no cars around—nobody around—push a truck through the 

te—the Ammo truck won’t go—get another truck—back to the area.” (Then 
Fe was asked more about his experiences, he again spoke in tense, excited 
manner) —“Yellow bastard—throw him in the bush—throwing shells over 
and one of them hit the foxhole—we were all blown to pieces—pieces of arms 
and legs—one night we went on a patrol—a Jap sentry was there—I crept up 
behind him—started to choke him—I got my hand in his mouth and he bit 
down on it—couldn’t get my hand out because then he would yell—I grabbed 
my knife.” (The patient grabbed at an imaginary knife at his waist and 
slashed the air.) “Nearly cut his God damned head off—he was fighting me— 
nearly cut his head off—but I got him—four of the boys went on a patrol— 
two doesn’t come back—two was found dead later—they stripped him and 
staked him out on an anthill—man-eating ants—stripped him up, stark naked— 
the God damned ants were eating him.” (At this point, sweat was pouring 
from the patient, his voice arose with a crescendo of terror.) “The other 
guy—we found him—he had been lost 14 or 15 days—each day they had cut 
one finger off—a finger for every day—then they had cut out his tongue— 
we found him wandering through the jungle—the yellow bastards—get em— 
get em—run—No—No.” (The patient then went into a mumbling incoher- 
ency and the interview was terminated. The next day following the interview, 
the patient denied knowing any of the events, still maintained an amnesia 
for the robbery and for the period that he was fighting on Bougainville.) 

On Jan. 21 the patient was interviewed again in the presence of the hospital 
staff. He did not recall seeing the author previously and said that he was 
feeling “fine and dandy.” He readily was inducted into the trance state and 
was told that he could speak or remain silent. The patient began to talk in a 
low pitched, matter-of-fact manner saying, “I didn’t get enough shells. My 
buddies need help. I left them. They needed me.” He recalled that he had 
injured his side during Judo training and after that he no longer could keep 
up with the others. He was told that he had done his best and would feel 
convinced that he had done his duty. The patient again mentioned that he 
had taken the radio believing it to be a box of ammunition. 

On Feb. 18 during the third and last hypnotic interview, he spontaneously 
said, “I feel as if a weight has been lifted.” He reported having been home 
on a visit and stated that he previously had objected to helping his wife with 
the housework as it was “woman's work,” and not “manly,” and added, “A 
husband should take an interest in his home.” 


The following notes were taken while he was in the trance state: 


Dr. Conn PATIENT 

What is the first thought that “Flowers, growing flowers, growing all 
comes to your mind? around.” 

What else? ‘Making more pretty gardens.” 

Do you feel well? “Yes.” 

Completely well? “Yes.” 
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Dr. Conn PATIENT 


Do you feel that you are going “No.” 
to drink anymore? 
Why? “IT hurt people. I don’t want to hurt 
nobody or nothing.” 


You will never drink again be- “Yes.” 
cause you don’t have to forget. 
You don’t have to forget. You 
will not remember what is too 


painful to remember. Is that 
clear? 


You will remember only pleas- (smiles) 
ant and happy things. 


You will feel good and remain “No.” 
well. 

Is there anything else you want 

to tell me? 


The patient was awakened at the count of 5, smiled and said, “I feel good.” 
He had. been admitted to the hospital on Dec. 18, 1947 and discharged on 
Feb. 19, 1948. 

The court was advised that the patient had recovered, that he was well 
enough to return to work. In accordance with this report, the Judge dis- 
missed the charge of larceny. A follow up report, 414 years later (Sept. 2, 
1952) , revealed that the patient had remained a teetotaler since his dis 
from the hospital. He had been gainfully employed, had continued to he 
out at home and had not had any battle dreams since 1948, 

The patient had been examined by the author by order of the court and 
treated in a veteran’s hospital where he had been sent as part of the court 
proceedings. The treatment had consisted of three hypnotic sessions, one 
amytal interview, and routine hospital care over a period of two months. 
The patient was emotionally dependent, concerned that he wasn’t “mas- 
culine” and had been a heavy drinker before entering the army. He had 
injured his side during Judo training and had been discharged after one 
year of military service as being “psychoneurotic.” He continued to have bat- 
tle dreams, and felt guilty that he had deserted his buddies. During a period 
of heavy drinking he stole a radio believing it to be an ammunition case 
which he was taking to his friends at the front. An amytal interview 
duced a dramatic ma, Sad of his terrifying war impressions, but was followed 
by amnesia for what he had said vee wecshnig his battle experiences and for 
the episode of the robbery. Hypnotherapy helped resolve his guilt feelings 
and brought about an effective redintegration within a brief period of time. 


Summary 


Three examples of chronic war neuroses which were successfully treated 
by hypnotherapy are presented. The clinical material would seem to indicate 
that the a in the trance state is greatly influenced by the attitude and 


goal of the — and tends to produce the type of material which is ex- 
pected of him. The protocols reveal that the hypnotized patient responds to 


a issive, calm, attitude with relatively little emotional display, and by 
talking about harrowing war experiences in a matter-of-fact manner. 
It would appear that merely to recall the traumatic experience without a 
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personalized, constructive, emotional relation to a supporting, understanding 
therapist is of little therapeutic value. The crux of the therapeutic problem 
in every approach, whether it be narcosynthesis, narco-analysis, hypno-syn- 
thesis, or » hypnotic intensification of an emotion is to bring about the in- 
tegration of unbearable experiences which previously had been dissociated 
and obliterated from memory or which automatically reappear and disrupt 
smooth ego functioning. 

It is postulated that the hypnotic trance state provides a unifying, integrat- 


ing inter-personal experience which is of value in the treatment of chronic 
war neuroses. 
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Self-Hypnotic Dreams in Hypnoanalysis 


JEROME M. SCHNECK, M.D. 


The study of dreams in self-hypnosis was introduced by the writer in a 
paper delivered before the Third Annual Scientific Meeting of The Socie 
For Clinical and Experimental Hypnosis. That paper is to be publis 
elsewhere (1). In it, the writer pointed out that in order to evaluate the 
form and content of different types of dreams, it is important to compare 
them when they are obtained from the same individual as well as to make 
comparisons among different people. A hypnotic dream produced by one 
individual may be relatively simple in structure, and conclusions are hardly 
valid if it is compared with a complex nocturnal dream of another person 
in order to demonstrate points of difference and similarity for purposes of 
broader generalizations. The same criticism would obtain if the degree of 
complexity were reversed in the case of hypnotic and nocturnal dreams of 
different subjects and generalizations were then arrived at. On the other hand 
it would be meaningful to compare hypnotic and nocturnal dreams obtained 
from the same person in a study of structure. Needless to say, for statistical 
purposes, large numbers of dreams, hypnotic and nocturnal, should be ob- 
tained from a statistically valid sampling of subjects. 

In this claim the writer included self-hypnotic dreams, and in the above 
mentioned paper he presented data from a patient in hypnoanalysis. The 
dreams included spontaneous nocturnal dreams, hetero-hypnotically induced 
dreams during analytic interviews, and self-hypnotic dreams occurring be- 
tween sessions. The type of self-hypnosis referred to was the hypnotic state 
induced by the patient at home, in the absence of the hypnoanalyst who had 
initially hypnotized the patient, conducted the hypnoanalysis, and taught the 
patient how to induce the hypnotic state in herself. The paper empha- 
sized the comparison of these dreams in reference to relative complexity in- 
volving dynamisms such as symbolization, condensation, displacement, sub- 
stitution, and so on. The similarities among the dreams were considerable 
and it appeared questionable that they could be easily categorized. There were 
varying degrees of complexity in the three types of dreams and the degree 
of activity, embellishment, and “dream-like” aura did not serve as distin- 
guishing features. It was suggested also that there would be interest in 
gathering many such dreams and having several interpreters attempt to clas 
sify them. Further work appeared to be indicated not only with patients in 
hypnotherapy and hypnoanalysis but also with groups of experimental sub- 
jects who are not in treatment. It was felt that the contribution of the data 
in the aforementioned paper may serve as an introduction to a larger number 
of studies in experimental psychology, psychotherapy and analysis, and per- 
sonality development and functioning. 

From the point of view of treatment procedure, the writer has been 
experimenting with self-hypnotic dreams in order to further analytic work 
and progress between pe em ha interviews. Four self-hypnotic dreams 
were previously presented. In the present paper a larger number of self-hyp- 
notic dreams will be recounted for the patient in hypnoanalysis in order to 
examine content and function. She was a twenty-nine year old woman. Her 
associations will be offered to varying degrees and the nuaterial will be dis- 
cussed in relation to several aspects of treatment. No one issue will be dealt 
with in its entirety and owing to space limitations the entire course of the 
hypnoanalysis obviously cannot be dealt with. Specific points of interest will 
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be delineated but in this report, with a brief exception, there will not be of- 
fered a direct comparison with the spontaneous nocturnal and hetero-hyp- 


notic dream productions. Data on another patient will be presented at length 
in a separate report. 


Dreams, Associations, Interpretations, and Comments 


1. “A—— (her husband) and I are climbing a mountain. I am in the lead 
and we are joined by a rope. We are picking our way up a particularly haz- 
ardous part and I am cocky and overconfident. I lose my footing and slip, 
falling into space. I’m hanging there suspended on the end of the rope tied 
to A——. He is desperately hanging on. I say to him, ‘Can you hold on or 
shall I cut the rope?’ I am not frightened. A—— sees a shelf near me and says 
so. I tell him to turn himself slightly if he can and it will swing me close to 
the shelf. He does so and I reach the shelf and get on. He climbs down to 
where I am. We hold each other close and he is still feeling the panic. I am 
calmer. He says. “What if I had lost you?’ We start to travel down the moun- 
tain and he ties an extra rope between us, takes the lead and ties one rope 
extra by looping it on a jutting rock below. We get down to the lowest slope 
that is grassy and covered with flowers and we stop and rest. Once again we 
reassure ourselves how lucky we are and A—— again tells me he loves me 
and that he might have lost me. He is very solicitous and protective. As we 
approach the mountain lodge, B—— (her son) comes running out to greet us 
and says, “You fell mummy and daddy saved you’, and I replied, ‘Daddy 
always saves us when we're in trouble’. (The scene changes.) We are in our 
rooms and I am taking a bath and A——is washing my back and then leans over 
and kisses the back of my neck. He holds the towel for me as I get out (1 am 
thin) and wraps his arms around me and says, ‘I know what I'd like to do 
to you now’, and I reply, ‘And I'd like to have it done but we’ve work to do.’ 
We go out into the living room and B—— is there. A—— says he’s going to put 
me to bed and give me my supper there. I say no, I'll put the baby to bed, 
then B—— and daddy and I will all have supper together in front of the 
fireplace. A—— calls for re po to be sent up. We eat as we said. Then A—— 
says, ‘I'll put mummy to bed and then I'll put you to bed, B——’. This he does. 

en he comes to bed and we make love.” 

The simplicity of some of this self-hypnotic dream material suggests prod- 
ucts which are the result of conscious or preconscious mental functioning. 
It must be “ap songs out that such imagery also occured in the case of this 
patient with her spontaneous, nocturnal dreams. Landscape settings as 
evident in this dream are characteristically used by this patient in many of 
her dreams and the type of conversational situations portrayed here occur 
often. Certain aspects of simple wish fulfillment are clearly evident in her 
nocturnal productions too. 

The patient’s associations to this self-hypnotic dream were as follows: 
“Mountain climbing—a stupid thing for people to get involved in. The whole 
idea of the mountain climbing, the fact that I am in the lead and confident 
and riding for a fall depicts what I’ve done in my marriage—knowing what 
I’m doing, but 1 don’t really. In other words, in the relationship I am the 
aggressor. It would seem that something, an actual fall in the dream, chan 
the roles around to what it ought to be—at least to what I think it ought to 
be. It depicts a desire for a shift in role and actually there is no anxiety or 
fright tied up in it at this time. I feel that I can accept a feminine, more 
passive type role than I’ve been used to. I think the general tone of the whole 

indicates tha.—even to what the baby says, and my reply. And ap- 
parently later on in the next dream (when the scene changed) in the hotel, 
the sexual implication is also acceptable.” The patient went on to say that 
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judging by the way she managed her child in the dream she felt she might be 
able to handle another and she was giving some thought to this. 

2. “I am in a volcano crater. I shoot out of the mouth of the crater, 
split into two girls going in different directions. The left one is fat, the 
right one is thin. The left girl lands on a grassy slope and walks down. 
She sees a stray lamb and picks it up and fondles it. She feels frightened 
for some reason and looks up. She sees a huge beast of a man in a 
bear skin with long straggly hair and horrible face lunging at her. She 
screams for help and the thin girl comes to her rescue. The thin girl 
slaps the beast once on each cheek and he turns into a young attractive 
man. He thanks the thin girl for rescuing him from an evil spell. 
sit down and talk —a little apart from the fat girl who feels left out and 
envious of the other girl’s ease and self-assurance. The young man notices 
the fat girl and tells her to join them and that she has her own kind of beauty 
too and not to feel that way. The fat girl joins them and the thin girl stands 
up and puts her arm around her and they merge. The young man then starts 
to make love to the girl but she pushes him off and is terrified saying, ‘No— 
you're not my father.’ The young man says, ‘No—I am not your father and 
never can be. You can’t have your father; you couldn’t as a little girl and 
you can’t now. He belongs to your mother. You can have him as a father, 
but not as a man. You can’t have his baby either and you can’t have your 
mother.” 

The patient’s associations were, ‘““The two girls—the old and the new. 
The typical conflict. The beast I suppose represents the threat of my feelings 
of sexuality toward my father. The element of magic involved that turns the 
monster into the prince like in fairy tales—it’s too dramatic in the dream, but 
it reflects my growing ability to accept A—— sexually without the old feelings 
of guilt and shame connected with the sexual tie-up with my father. I’m 
able to separate that every sexual situation means my father is involved. The 
fact that the fat girl sits to one side and is envious is typical of my own feel- 
ings in every situation—especially a masculine-feminine situation. The fact 
that the girls 7 indicates the feelings are receding and are not now ac- 
cepted as valid. Then again the fact that the young man makes love to the 
one girl (the two have merged) and that she’s terrified indicates that she 
hasn't completely overcome the feelings about her father and there's still 
an element of threat in the sexual situation.” 

The dual representation of the self in this dream is to be found also in other 
self-hypnotic dreams. It is of interest as a phenomenon paralleling special 
characteristics in nocturnal dreams which are recurrent with many people. 
The fairy tale aura of part of this dream is not unusual among many 
and it reflects here some of the infantile qualities of this patient in addition 
to the fact that in rearing her child at this time such themes came more to her 
attention. The incorporation into the dream of didactic psychological data 
has been encountered in the spontaneous nocturnal dreams of other patients 
during the course of treatment. The symbolism of ugly, horrible, or frighten- 
ing men would occur with this patient in her nocturnal dreams also. 

3. In the following self hypnotic dream the patient describes superimposi- 
tion of a dream fragment, as she calls it. This type of phenomenon is 
obviously quite frequent in its occurrence among ordinary nocturnal dreams. 
The staircase, room, and ugly men symbolism is rather typical of ordinary 
dreams, thus reflecting points of similarity between spontaneous nocturnal 
and self-hypnotic material. 

“I am walking up a long, dark, damp flight of stairs in a very old house. 
I'm afraid the stairs will stop in mid-air and I'll fall over (like in Kidnapped). 
I keep climbing til I reach a door. I hold tightly to the door jamb, as I'm 
afraid there is nothing on the otl.er side and that again I might fall and get 
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killed; and then I gently open the door, There is nothing beyond but a beauti- 
ful view of the sea and it’s a long way down to the ground. I close the door 
and walk along a high walled corridor to the next door and open it. It is a 
i bright, cheerful bedroom furnished in very modern luxury. I walk in 
(like it was my own room). Start getting undressed for bed. I go to a large 
closet full of night clothes and pick out a blue nightgown which is very fem- 
inine and revealing. I climb into bed with a feeling of excitement and 
anticipation, pick up a magazine to read. I hear someone (A——) and pre- 
tend to have fallen asleep reading. A—— comes in and sees me there. He 
comes over to the bed, sae my hand, touches my face, kisses me and I am 
bursting with excitement. (Here I started to swing and rock.) Superimposed 
on the dream there was another fragment at this time—a huge beast of a man 
with a flashlight in his hand walking toward me and over from behind, 
while I was lying in the bed. Then a whole bunch of these hairy apes 
followed him. A—— reached up and closed a panel in the wall above the 
bed and they nemges coming. At this time the room was no longer modern 
but old with a high canopied bed.” 

ding this dream the patient revealed, ““The whole thing is a sexual 
situation which apparently I’m anticipating and when it gets down to an 
actual situation the beast of the man comes in so there is still an element of 
conflict and shame tied up with my father involved, which makes things 
difficult for me. The fact that A—— reached up and closed the panel in the 
wall — I feel that’s symbolic in that he is the one who can protect me from 
these particular feelings. The fact that the place I’m in is dark and grim and 
then the scene is pleasant, and then when the threat returns, the scene be- 
comes old fashioned and dreary—the fact I’m walking up the staircase—it’s 
my life course—climbing toward a better view, with comfort, and on the way 
there are still threatening situations, doors I’m afraid to open—and when I 
finally do open them, although I’m not afraid, the threat is still there—I 
could have fallen. The first door is a threat. Opening the second door, it isn’t— 
I can take what comes and as a matter of fact it’s pleasant.” 

4, There are several issues of interest in the next self-hypnotic dream. In 
the first place this particular dream was induced in order to help solve a 
particular problem on which the patient was working. She was to have the 
dream assist with the understanding of her inability to experience adequate 
— The writer has been working on such methods in hypnoanalysis in 
order to further activity, involve the patie:.t more completely as a partici- 
ge and have the patient thus assume more responsibility in treatment. 

n this analysis, the method was utilized frequently. 

During the course of treatment it is observed almost routinely that trans- 
ference issues begin to enter the dream content. Self-hypnotic dreams are not 
Pas and the intrusion of such material in this instance is clearly por- 
trayed. The introduction of verbalized points of view or phantasied verbal- 
ized points cf view of the therapist, into dream material of patients in 
analysis, is frequently encountered. 

“I'm clim}ing up the top stairs of a lighthouse with a young man. We go 
out on the balcony that surrounds the light room. He tries to kiss me. I push 
him away, feeling frightened. I notice a thick cloud of fog moving in rapidly, 
and tell him. He says we must go down and turn on the lights. I tell him to go 
down, that I want to stay out here. He tells me I’m crazy, that it’s dangerous, 
that T’'ll feel closed in, get panicky and fall over. I apparently don’t care and 
insist on staying. He keeps talking to me and I finally go downstairs with 

We go into the light room and he starts flipping switches and levers — 
nothing happens with the lights. He’s pulling on a lever and tells me to grab 
itand hang on no matter what and that he'll go down and repair what's 
wrong. I grab the lever and hang on with all my strength and it’s a terrific 
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struggle. I brace my feet against the wall and am calling to him to h 
because I can’t hold on any longer — when he arrives and everything is 
right. I collapse against him and he carries me downstairs. We are lying on the 
beach and the night is clear. I tell him I’m afraid of the sea—its motion, but 
I like to swim. He asks me why. I can’t answer. I say it’s death for my father 
and mother and everybody but me. It’s sexual. He asks me why it’s sexual 
and I block again and say I wanted my older brother to seduce me and I 
wanted to seduce my kid brother. He says that’s not uncommon. ‘You have 
nothing to be ashamed of. When your older brother tried to seduce you and 
when you let him experiment is nothing to be ashamed of. You didn’t give in 
and you don’t have to be ashamed of having wanted to be seduced and want- 
ing to know what sex was all about, or having sexual feelings.’ He says — 
‘Let's go back in the lighthouse,’ and I say, ‘No (I'm frightened of it) — 
let’s get a boat and go to the mainland.” He agrees and we do.” 

Associating to the dream, the patient revealed, “First of all, the problem 

I was attacking was this. I was questioning myself about the veda rea- 
sons for the sexual problem, game Sa, vr I block, even under self-hyp- 
nosis. The young man I think is you. ‘The thick cloud of fog is the fog I’m in. 
It’s a threatening thing. He tries to get me to help myself and I don’t want to. 
He finally convinces me to do something. I go downstairs. The mechanics of 
working on the lighthouse is you and the treatment. He hands the solvi 
over to me. I manage to hang onto the lever. I come to grips with the prob- 
lem and with the aid of you I apparently solve it. The ocean or sea is involved. 
The answers and questions are typical of our relationship. I tell him I’m 
afraid of the sea and its motion. The motion is a sexual one. Consciously I 
like to swim but here I tell him I’m afraid of the ocean. It’s a contradiction. 
He asks me why I’m afraid. I say it’s death for my father and mother and 
everybody but me — apparently death wishes. Everyone but me is like the 
desire to be omnipotent. This business of my older brother and so on — there's 
nothing to analyze. It’s just so. What he says is probably what you would 
say. He says let’s go back in the lighthouse and I say no. That puzzles me. I 
want to go to the mainland.” 

This patient had used the sea and the lighthouse as symbols in other dreams. 
She was then asked how she had used the lighthouse in those dreams. “It’s a 

hallic symbol, a masculine symbol but I don’t know what it means for me. 
at seems funny and puzzles me is that I’m inside and not on top of it. That 
puzzles me unless it’s a reversal of what I actually feel. In other words, I’m 
not inside it, but it’s inside me. The masculine personality component is 
in me and is still there.” 

The phenomenon of reversal described here may be added to other dream 
mechanisms appearing in self-hypnotic dreams. distortion, occurring as 
part of the dream process and culminating in the manifest dream, occurs in 
self-hypnotic material also with the result that a feeling of puzzlement ensues 
on viewing the data before adequate analysis of the dream has unravelled it. 
The transference issues evident in the dream given above will not be dealt 
with further at this point, except to indicate their actual occurrence. The sym- 
bolism in the dream involving levers and so on may be felt to have specific 
sexual implications within the framework of the transference and, as 4 
matter of fact, may be easily interpreted as such, but the parallel (or alterna- 
tive) interpretation by the patient is offered here because it is preferred that 
her own associations be stressed. Besides, the over-all sexual coloring of the 
dream was already mentioned by her. 

5. In the following dream, aspects of the transference relationship again 
enter the picture. 

“I am walking along a sandy beach and I notice a hole in a group of rocks. 
I crawl in and enter a gigantic cavern that is very light and high and seems to 
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have a blue roof with many twinkling stars. It’s like an underground circular 
lake. I’m a bit frightened but very curious — so I walk around the side of the 
lake to where it narrows to a river and I see a small boat. I want to explore 
further but am a little frightened. I climb in the boat almost without will. I 
sit in it and the current carries me along. I get sleepy and fall asleep. The 
boat drifts on and then it nearly beaches. Four little beasts or men come out 
and pull the boat in. They are children on closer range—two girls and two boys. 
They call out ‘She’s here John.’ — as though they were expecting me. He is a 
big blond giant of a man clad only in trousers, who picks me up and carries 
me into a room and puts me down on a sumptuously covered low bed. I 
awaken and say ‘Where am I? What am I doing here?’ He replies, “You're in 
‘Happiness.’ I seem to accept that. Clothes are brought for me — oriental 
pee material with a bra top and sheer pantaloons. The place is draped in 
exquisite fabrics. He offers me food and I refuse, and then a cigarette which I 
also refuse, saying I used to smoke but don’t any more. He offers me some- 
thing to drink and I say ‘No, you don’t have ‘Pepsie’ here.’ He says ‘No, we 
have other balms for troubled souls.’ He offers to show me around and I’m 
happy to go and no longer frightened. I ask him ‘How did the children get 
here.’ He replies “The same way as you did,’ and I say ‘Yes, but a lot sooner.’ 
He replies ‘Children are less complicated,’ and I say, “Yes, and not so sure 
that they are right.’ ” 

ding this dream the patient said, “I’m obviously taking a journey into 
I don't know what that he calls ‘happiness.’ Apparently a journey into ther- 
apy. The fact that I’m not particularly frightened and more curious rather 
surprised me. The man involved is you. When he said we have other balms for 
troubles it made me laugh — it’s so corny and hackneyed. You might say some- 
thing like it but not in those words. Once I’m there I’m not frightened. And 
the children — all of this is me and the treatment situation. The statement 
that the children are less complicated and not so sure that they’re right — I’m 
not sure of what that means.’ 

The patient associated the hypnotic situation to the idea of sleeping and 
knowing what is going on. To the beasts, the four men, two boys and two 
girls, she associated her family of two boys and two girls (brothers and sis- 
ters) . “Perhaps a changing attitude on my part toward the rest of my family.” 
“The man being a giant — it’s symbolic of your particular position in refer- 
ence to myself.” 

In his previous paper on self-hypnotic dreams the writer compared such 
dreams with nocturnal dreams, and as has been mentioned, this comparison 
is not to be offered here in any detail. However, in view of the fact that sev- 
eral self-hypnotic dreams have already been given, it may be helpful at this 
point to insert with brief comment, two nocturnal dreams in order to supply 
perspective for the present discussion, and in this way the structural com- 
plexity of all the dream data may be evaluated at a glance. It should be 
stressed also that the two nocturnal dreams supplied now were dreamed on 
the same night just following the last self-hypnotic dream given above. The 
self-hypnotic dream presented before this, took place on the preceding day. 
= all of the material was dreamed at the same point in the patient's 

ysis. 

_a. “I am in Palestine — traveling on a bus. I can’t get over the changes 
since I was there last. I am approaching a neighborhood I think I know or 
looks familar. The billboards and signs are all in Hebrew and I can’t read 
them and am upset about it. Later I’m with a group of friends one of whom 
is C—— D——. I am telling them of my feelings and impressions and 
particularly about my inability to read Hebrew. I tell them I don’t even re- 
member what the letters are. Then as if to defend myself, I say I could prob- 
ably read it if the vowels were present.” 
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b. “I am pregnant and near term. I’m lying in a hospital bed and am 
feeling my belly. The abdominal wall is very thin and I can feel the position 
and shape of the baby very well and feel it change position and flop around. 
ya there has been some talk of doing a Caesarian and I say but 
why, this baby is smaller than B—— was and he only weighed six pounds 
and four ounces.” 

In her associations to the first of this dual dream (2) the patient said that 
her inability to read the signs was the clue to the dream and that it repre- 
sented a problem which she could not analyze and which was troubling her. 
The girl in the dream had, when the patient was six years old, taken her into 
a closet and put a pen into her vulva. The patient was very upset and feels 
guilty when no hears this person’s name. Saying the vowel sounds would hel 

er was an excuse, she claimed, because she felt she could not read at a 
This meant, she said, that she could not face the underlying problem. Be- 
cause of the girl ir. the dream she believed it had a sexual connotation. Her 
associations to the latter were first, the over-all masculine-feminine problem 
and second, more specifically her inability to accept her feminine role in 
sexual relations. 

To the pregnancy dream she associated her fear of having another baby, 
claiming it was due more to the pain than anything else. She also revealed 
her resentment of her husband for his casual attitude during the birth of her 
child and a critical comment about the child’s physical appearance which 
made her feel that she had not “succeeded.” : 

6. The next dream was induced by the patient in self-hypnosis when she 
wanted to work on the problem of why she continued eating foods which she 
knew were not good for her, 

“I’m walking down a very long narrow hall towards a distant door. I get 
to the doors and open them and there is a tremendous high ceilinged room, 
bare of furniture, with a large crystal chandelier hanging from the center 
ceiling, and the whole 5 room is covered with gigantic white cobwebs. 
At first I’m not too frightened but rather surprised, and then I realize if 
there are large webs there must be a giant spider. I look around and don’t 
see it at first and then I spot it — a massive hairy spider that starts down the 
web after me. I panic and race down the hall in the other direction with the 
spider after me and come to a similar pair of doors. I open them and it’s a 
beautiful outdoor landscape with trees and flowers and people walki 
around. I close the door and step out. Everything seems so peaceful an 
warm and friendly. A young man comes up to me and says, ‘Hello—you look 
frightened.’ I say I am and tell him what ene 9 He says, “That spider is 
your fears.’ I tell him I’m afraid that he’ll come in here. The man says he 
probably isn’t even there, but if he is he can’t come in here. He says open 
the door and you'll see. I tell him I’m afraid to—so he does. The spider is 
standing there but makes no move to enter. The man closes the doors. He 
asks me to go swimming and I agree. I go into a little cabana to change into 
a white bathing suit. After getting into the suit I look at myself in the mirror 
and am well pleased with what I see, and I say to myself that I’m glad I 
bought this suit for this occasion. We go down to the pool. The young man 
sits on the edge and watches me. I dive in and swim about and have a fine 
time.” 

Her associations were, “It’s the treatment situation. I’m attempting to open 
doors and find answers. One door opens to a frightening and terrifying thing. 
I’m running away as soon as I see or have a hint of what the problem is. I 
open another door and there you were as big as life. The contrast between the 
two doors is evident. The young man is you. He makes remarks which sound 
dramatic on reading them a second time (she had written them) although 
perfectly logical. He says the spider is my fears.” She was asked what the fears 
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were, claimed she did not know, and was pressed for associations. These asso- 
ciations then were “Hairy men in other dreams — masculine — men from a 
sexual point of view.” 

It will be recalled that the dream was to tie in with certain eating ten- 
dencies. Further points to be made are the tendency for door symbolism. to 
recur in her dreams. The » age symbolism is classic. The transference 
material again appears. Another issue is of interest. The ending of this and 
other self-hypnotic dreams suggest at times the possibility that the patient in 
some of her self-hypnotic dreams is striving to please the analyst. This is 
undoubtedly true although this striving is of course usually unconscious and 
it is similar to what occurs to the same ses, with some patients in their 
nocturnal dreams during the course of analysis whether or not the analysis 
incorporates hypnotic technique. 

7. The following self-hypnotic dream is of interest in connection with the 
analytic approach in treatment. The patient revealed that for awhile she had 
not been working hard at her problems nor had she been employing self- - 
hypnosis. She acknowledged her resistance and then set about exploring this 
resistance by inducing a self-hypnotic dream to assist in its analysis. 

“J am walking along a beach and I see a charming old fashioned house on 
the cliff above. I climb a long flight of white steps up the side of the cliff. 
I get to the house and I look in the windows but see no one. Though there's 
fie burning, I enter. A little old woman is sitting in a chair by the fireplace. 
She says ‘Come in. I’ve been waiting for you. I’ve been expecting you.’ I am 
startled by this and ask her how could she have been expecting me. I didn’t 
know I was coming myself. She knows my name and all about me. I ask her 
who she is and she says, ‘I am your mother. I’m all women. You're afraid of 
me and you don’t trust women. You don’t feel like a woman and you don’t 
feel like a man. I agree, saying, ‘I don’t make a very good woman or man,” She 
says, “You're too full of guilt and shame. You knew that sex was something 
to be ashamed of and you felt ashamed and guilty about your own sexual 
feeling and fantasies. Because you had these feelings you felt unworthy and 
not a ‘nice’ girl and to comfort bisesrbages you ate. Your eating covered up your 
sexual feelings so no one would suspect you of them. It made you feel safer. 
When the tension got too much for you and you masturbated, you again felt 
unworthy, guilty, ‘not nice’, and you ate to comfort yourself and to feel safe 
that no one knew what you were doing. I said, ‘But where did I get the ideas 
that sex was ‘not nice’ and that nice girls didn’t think and feel as I did. Sex 
was never mentioned in the house.” The old woman replied, ‘It wasn’t so 
much that was said as what wasn’t said. Your mother gave you a book at 
ten and then ran, having done her duty. You heard girls being talked about 
who were considered to be wild—dirty jokes were always furtive and nice girls 
never listened or told them. Sex was never admitted to exist in your house. 
You've got to break the chain somewhere and stop eating to cover up your 
past and when you're attractive you'll be more confident and secure’.” 

At this time it seems worth dwelling on a particular characteristic of the 
above dream and some of the preceding dreams of this patient. It may be ob- 
served that relatively lengthy conversational situations are reported during 
which the patient speaks for herself or projects onto others points of view over 
which she is mulling. It seems that aside from the similarities between her 
self-kypnotic and nocturnal dreams, these conversational situations stand out 
as a possible point of difference. Conversations occur in her nocturnal dreams 
but usually are not reported in such detail. It seems likely that the immediate 
recording of the self-hypnotic material would contribute to the detail because 
varying time intervals may occur between nocturnal dreaming and recording 
—time intervals involving sleep itself, if not a period of waking following 
sleep. Immediate recording on awakening would tend in general to influence 
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more complete detail in both instances. Parts or all of self-hypnotic dreams 
followed by sleep without having been recorded, are subsequently forgotten 
at times. 

The patient interpreted the aforementioned self-hypnotic dream in terms 
of the eating constituting her “defense”—“covering up awareness of sexual 
feelings.” “Working” would clarify the eating defense and force her to 
recognize her sexual strivings. To prevent this she doesn’t “work” and as a 
result her eating defense is not clarified. 

8. The patient was dealing with the question of latent homosexuality, but 
more specifically in this instance the issue of why she had been avoiding 
working on this topic. She produced the following self-hypnotic dream in 
answer to this. 

“I’m standing on a high cliff which straight down to the sea. There 
are some j rocks at the base. I’m debati to whether I should jump 
or dive in. (Here I’m wondering about suicide I stand at the very edge, 
peer over and then straighten up. I do this several times. Then I poise myself 
as for a dive. Just as I start to throw m eens ewe a nasng mae ro 
me from behind and stops me. I say to him, t did you do that for?’ He 
ete See Sean) eee zeae, wo Se), CO Nek eames to take a dive. He telis 
me it’s dangerous to dive from here, as there are sub rocks that can’t 
be seen from the top of the cliff. He says if I want to dive there is a place 
nearby that is safe. We walk down a little way and there is another cliff not 
so high. I can see people swimming around at the base. I hesitate and he 
tells me there’s nothing to be afraid of. I ask him if he’s going in and though 
he looks reluctant he says he will. I ask him doesn’t he like diving. He says 
not icularly but he'll do it anyway and show me how. He calls down, 
“Look out below’, waits ‘til the water is clear, then dives in. I do the same. 
Then we swim along the rocks and I see a cave. We swim in. It’s moist, wet 
and dripping from the ceiling and is full of eerie light. I ask him where the 
light comes from. He says from a big crack in the roof. I say, ‘How can it? 
I didn’t see any crack in the ground above here.’ He says, ‘It’s there if you 
know where to look.’ I suggest we go up to the hotel and ask how we 
there. He tells me to follow and I do. We swim over to a flight of stairs and a 
platform rising up the cliffside. Then I notice there is a chair lift. I ask him 
if he’s coming on the lift with me and he replies, ‘No, this one you'll have to 
do yourself and alone.’ I go up and when I get to the top he tells me to wait 
for him. I reply “What for? You said I had to do it alone,’ and I start out. 
He catches up to me and we walk to the hotel together and we get outside 
it. We say goodbye.” 

At first the patient could not interpret the meaning of the crack but later 
associated vagina to it and spoke of it as not too appealing, and upsetting. 
The issue about the chair lift led to associations about eventual termination 
of treatment and the question of whether she would or would not need the 
hypnoanalyst. The point about suicide pertained to certain thoughts she had 
had about this in the past. The cliff events had to do with attempts to 
involve the hypnoanalyst with herself in treatment and more specifically, 
“Trying to get you to do more of the work (on this particular topic) for me 
(homosexuality) .” The patient added, “It would seem that probably—that 
part of the reason I haven’t been dealing with the question is that I would 
find that literally I’m homosexual and would find I have no normal sexual 
feeling. Apparently I must feel that’s not necessarily so.” The patient felt 
the dream said she had normal sexual feelings because, “He says they are 
there if you look for them” (the crack in the roof) . It would seem that some 
hostility toward the analyst for encouraging the patient to make her own 
efforts is indicated in her last comment to him in the dream. 
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Summary 


In evaluating self-hypnotic dreams from the view of form and content, 
they should be compared with nocturnal and hetero-hypnotically induced 
dreams of the same individual, aside from comparisons with others. Eight 
self-hypnotic dreams of a patient in hypnoanalysis are reported here. Well 
known dream mechanisms are readily discerned. Classic symbolism is en- 
countered, as well as repetitive types of symbols peculiar to this patient's 
functioning. The dreams are Ler in detail along with the patient’s associa- 
tions and interpretations. Such self-hypnotic dreams may be used to extend 
and intensify hypnoanalytic work. They involve the patient more completely 
in treatment. They may be used to introduce new issues, bring problems into 
sharper focus, identify and analyze resistances. They may, in fact, be used for 
most any pu that hetero-hypnotic dreams may be emplo for in 
analysis (3). The text reveals other points of interest ding self-hypnotic 
dreams in relation to therapeutic work, and additional investigations which 
may be instituted in connection with such dreams. 
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Hypnodiagnostic and Hypnotherapeutic Fantasy-Evocation 
and Acting-out Techniques* 


HAROLD ROSEN, M.D., PH.D. 
Baltimore, Md.** 


When it occurs, acting or acting-out, in the sense in which the term has 
been defined and described by Freud (6, 7), Fenichel (4), Anna Freud (5) 
and Greenacre (8), may introduce complicating factors into an already com- 
plicated treatment milieu. Symptomatically, it seems almost characteristic 
of the conversion hysterias and the narcissistic neuroses. Because of its melo- 
dramatic, abreactive aspects, it may be encouraged by therapists still in 
training, as well as by those who only recently have established their practice. 
Acting-out during therapy, however, constitutes a problem in itself, and its 
evocation as a therapeutic maneuver must frequently be frowned upon. 
Nevertheless, during the past five years we have been experimenting with a 
number of hypnotic techniques with which to reach patients who have little 
or no motivation, at least at first, for psychotherapy, and under certain cir- 
cumstances have found such acting-out to be of diagnostic, prognostic and 
therapeutic value. 

For the most part, these techniques have been utilized with patients 
with real or apparent medical or surgical disease, who had been 
medically or surgically sick, so far as can be judged, for five, ten or more 
years. With some of these patients—and especially with patients admitted to 
the neurosurgical pavilion—the more usual interviewing techniques could 
give us no clues even so far as the differential diagnosis of emotional from 
organic disease was concerned. As a result, techniques were devised whereby 


these patients were hypnotized sometimes without their knowledge and with- ” 


out at any time using the word “sleep” or even, for the most part, suggesting 
lid paralysis, so that, by the use of other techniques still under investigation, 
their symptoms could be precipitated or intensified even to the point of 
having their real or apparent asthmatic or epileptic attacks reproduced, for 
instance, during the consultation session. 


Trance Induction: Techniques Utilized 


Occasionally, we have utilized for trance induction what can best be 
characterized as an exceedingly authoritative, short-cut method. This is a 
favorite with some stage hypnotists. There are numerous references to it in 
the literature. The back of a pencil is placed against the occiput or vertex, 
and the patient is instructed to look, and to keep looking, at the point 
touched even after his eyes grow so heavy that he finds it impossible to hold 
them open. Once his lids close—and he is instructed to close them if they do 


*Read in part at the 3rd annual meeting of the Society for Clinical and Experimental 
Hypnosis, New York Academy of Sciences, September 27, 1952, and in part at the Sep- 
tember meeting of the Strecker Psychiatric Society, University of Pennsylvania, Phila- 
delphia, Pennsylvania, September 30, 1952. Based on a brief preliminary report read at 
the joint meeting of (a) the Virginia Psychiatric Association and (b) the Regional 
Research Conference under the auspices of the American Psychiatric Association and 
the University of Virginia Department of Medicine, Charlottesville, Virginia, April 11, 
1952. 

**From the Phipps Psychiatric Clinic of The Johns Hopkins University, School of 
Medicine. This study was made possible as the result of close cooperation with the 
Department of Medicine and the Division of Neurological Surgery. 
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not close within, at the most, a minute—he is told that, so long as he keeps 
focusing on the particular point touched, he can not, no matter how hard 
tries; manage to force them open. The harder he tries, so it is added, the more 
impossible this will be. He is given permission to try, fails, and is thereby 
“tricked” into hypnotic trance induction. For obvious reasons we dislike 
this particular technique, but occasionally make use of it although only in 
the presence of students. 

Usually, however, we prefer less authoritative and more indirect methods. 
We frequently hypnotize patients without either their knowledge or con- 
scious consent. This consent, nevertheless, is implied, not only by their trust 
and confidence in the therapist, but also by the fact that they have applied, 
and are applying, whether on conscious or unconscious levels, for medical 
treatment. Five techniques have already been described by means of which 
patients can be so hypnotized. In 1938, —s Camb and Fraser (11) re- 

rted a method for inducing light hypnosis by hyperventilation. Three years 

ter, Erickson (2) hypnotized and treated one patient, without letting her 
know even that she was under treatment, by pretending to hypnotize a friend 
who had accompanied her to his office. In 1947, Schneck (12)::on the one 
hand, and Adler and Secunda (1) on the other, reported simpler techniques, 
to be utilized, however, only in a treatment setting, for accompiishing this. 
And in 1951, we described what we prefer to term the sensorimotor method 

10). 
This is rather complicated. In our opinion, nevertheless, it constitutes the 
method of choice. In essence, it can be considered a modification of the hand 
levitation method so frequently used by both Erickson (3) and Wolberg (13) . 
Hand levitation, however, is not necessarily a part of our induction pro- 
cedure. The patient who has trouble relaxing is tvid that we wish to test his 
ability to relax. If he has difficulty concentrating or if he complains of being 
tense, we are attempting to determine the amount of his tension and his 
ability to dispense with it. We invariably make use of his exact words. Since 
our patients usually complain of disordered organic function, we frequently 
utilize complaint symptom and complaint site. If, for instance, an atypical tri- 
facial neuralgia is involved, the patient is told to concentrate on his jaw. If 
his discomfort or pain is in the lumbar region, he is, instead, instructed to 
think about his back. His attention will wander, so he is given to understand, 
but it will return. Every reaction then shown by the patient and observable 
by us is utilized. Foot-tapping, leg-crossing, shoulder-scratching, groaning, 
tremulousness of one hand or the other, the appearance of perspiration over 
the forehead, etc.—all become grist to the mill. The word sleep is never used. 
The cadence of our speech is timed to the patient’s respiratory rhythm. Eye- 
closure with lid-paralysis is rarely suggested, and then only for teaching 
purposes when students are present. We usually dispense with it even on 

ese occasions. This is as true of the first hypnosis as of later attempts. 
Whatever autonomic or motor phenomena the patient shows are commented 
upon the moment the therapist perceives them, frequently even before the 
patient is aware of their existence, as though they were physiologically based 
oe about to manifest themselves as a result of suggestions made by the 

pist. 

Most patients who show such reactions (face flushing, tremulousness of the 
hands, leg tingling or paralysis, or whatever it may be), so the patient then 
is told, usually develop further motor phenomena. These phenomena are 
pena and minutely described by the therapist, can not be physiologic- 

ly or anatomically based, and can appear only as a result of concrete, direct 
suggestions made by the hypnotist. All such suggestions, incidentally, are per- 
missively phrased. 


Post-hypnotic amnesia is seldom suggested, although frequently when very 
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traumatic, anxiety-producing material is elicited or when acting-out occurs, 
patients may be told that, if they so wish, they can either remember or forget 


what was said and done during the session—but that the choice is theirs and _ 


that it is up to them, and to them alone, to make that choice. With few 
exceptions, patients prefer to remember this material and to discuss, on the 
conscious level, emotional needs back of their hypnotic acting out, provided 
of course that acting-out takes place. 


Hypnotic Acting-Out in Differential Diagnosis 


Most of the patients reported here were seen, not on the psychiatric side 
of the hospital, but in the medical and surgical wards. The great = 
seemed prepared to spend long periods of time reciting a 
utilizing them as extremely efficient defenses against facing—and doi 
thing constructive about—their underlying emotional problems. With such 
patients, unless a personality evaluation be attempted, laboratory and phys 
ical findings can frequently be such as to lead even to operative intervention. 
X-ray, laboratory or other tests may yield border-line ings, mistakes may 
be made, test results miscopied on the chart, or emphasis somehow otherwise 
misplaced. Acting-out reactions, especially when deliberately evoked, 
help make differential diagnosis possible. One patient, for instance, with 
severe torticollis became clinically paranoid whenever, as a result of direct 
hypnotic suggestion, his neck reverted to the mid-line without pain. A second 
= with the same symptom spasmodically clenched and unclenched his 

t around his penis, but only when the torticollis was suggested away. The 
psychotic behavior of the first patient, and the angry penis-squeezing activity 
of the second, ceased immediately after their necks were again twisted, at 
the permissive suggestion of the pist, to the extreme left. Still another 
patient, with a history syncope, had what at first was thought to bea 
unilateral papilledema, and was therefore hospitalized on the neurosurgical 


ward. A fourth patient, who after a mine accisient developed recurrent tran- 


sient paralysis of the lower extremities with, on occasion, aphonia, arrived 
with an x-ray report of “narrowing of the right apophyses of the atlas and 
axis” and “anterior dislocation of the atlas on the axis on the right.” Asa 
result, the obvious but incorrect diagnosis of pressure on the cervical cord 
was made, although his symptoms, as it turned out, were on an hysterical 
basis and were serving to hold a depressive reaction in check. 

These patients for the most part, it should be stressed, are patients who 
seem poorly motivated for mca Because they abreact with such 
intensity when acting-out of the type to be described takes place, they may 
be forced to realize that emotions are of prime importance in the genesis of 
their symptoms. They may as a result attain sufficient motivation to make 
psychotherapy possible. Occasionally, however, such — may decide after 
deliberation to retain even incapacitating physical symptoms rather than 
face the prospect of accepting a difficult life situation or of making the 
necessary effort to change it—and on two occasions we were unable to get 
specific + ucts to realize not only that their reactions were out of all propor 
tion to the present situation and therefore to be understood only in relation to 


their early historical development, but also that as a result of collaborative dit — 


cussion with a psychiatrist functioning during therapeutic sessions in the 


role of a participant observer, acceptable solutions might be found to theif : 
difficulties. Frequently, however, when acting-out techniques are utilized, the — 
very intensity of his emotional experience forces the patient to realize how 


badly therapy is needed, and as a result psychiatric treatment is usually 
requested. 


n other words, while attempting to make a differential diagnosis, we may a 
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at the same time help patients attain sufficient motivation for psychotherapy, 

ided this be indicated. When attempting this, the therapist at times may 
utilize all overt reactions of his patient; he may repeat the patient’s own 
words; or he may emphasize or describe previous patterns of behavior shown 
in his presence. To illustrate: 

A patient with apparent Meniére’s disease was told that he was seated in 
a theatre. The master of ceremonies was spot-lighted. He had looked behind 
the curtain. He was now looking at the audience. And, so it was suggested to 
the patient, “He's shaking just the way you did. He has beads of sweat on his 

ead, just as you had. When he starts nae you'll hear his voice 
tremble exactly as yours did. In a moment, the curtain will rise. You'll see 
enacted on the stage whatever it is that makes the master of ceremonies 
sweat and shake and talk exactly the way you did. Look closely. When the 
curtain goes up, tell me everything you see on the stage.” The emotion which 
came to the surface as he watched the stage was intensified, and the patient 
then abreacted his experience in the first person. 

This can be done provided the tone of the therapist's voice, the words 
stressed, and their meanings are such as to make possible constructive— 
rather than destructive—emphasis on the underlying fantasies of the patient. 
He somehow realizes that he can give free rein to these fantasies, at least for 
the moment. A permissive kind of consent is given; physical symptoms can 
then be de-emphasized; the patient as a result realizes that he can go along 
or not, as he himself wishes; and since no direct suggestions are made, the 
patient usually enacts what he fantasies the hypnotist wishes him to, fre- 
quently projecting his own fantasies to the therapist. 

Not infrequently, spontaneous acting-out occurs on trance induction. A 
pronounced stutterer, for instance, who was hypnotized by an eye-fixation 
method in order to make possible the taking of her history, on trance in- 
duction engaged in body movements which resembled nothing else so much 
as intercourse and which, as was determined a few sessions later, ended in 
orgasm. She was treated during some thirty sessions, graduated second in 
her class at Teachers College, and has had no recurrence of her stuttering, 
although we now have a four-year follow-up on her post-treatment adjust- 
ment. An alcoholic veteran, who was hypnotized by the sensorimotor method, 
spontaneously re-lived the clubbing which he had received in a — 
concentration camp. When regressed on the basis of his emotion of the mo- 
ment, he abreacted an earlier clubbing, when three years of age, at the hands 
of his own alcoholic father. Such spontaneous abreaction, incidentally, is not 
uncommon. Too often, in fact, as Erickson (3-a) states, no opportunity is 
provided for it to take place, especially when the therapist, in his impatience, 
attempts to direct the course of therapy rather than to permit its spontaneous 
development. 

When this does not occur, however, we usually find it necessary to block so- 
matic symptom formation and to repress the inevitably resultant anxiety, so 
that underlying fantasies may erupt into conscious awareness even to the point 
of being acted out. An asthmatic—or apparently asthmatic—patient, for in- 
stance, when his attack was blocked, acted out the killing of his girl friend 
by kicking her to the floor and jumping over and over again on her abdomen. 
An epileptic patient, whose attacks were precipitated hypnotically in slow 
motion, while still in the office, as part of her supposed epileptic symptom- 
atology, began making forced sucking movements with her lips as she 
acted out her fantasy of trying to suck on—and bite into—her mother’s nipple. 
Such examples could be multiplied. In all patients so investigated, symptoms 
served more than one function, and several such functions could be acted out 
either concurrently or successively. Symptoms at times served even to hold 
severe depressions in check (9). To illustrate: 
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A 30-year-old patient who previously had had two opeseeione and was now 


hoping for a third, when hypnotized without her know , was immedia 
transformed from the smiling and apparently happy individual which she 


had impressed ward personnel as being, into a convulsively sobbing woman — 
who moaned constantly but no longer suffered the agonizing pain, as she — 
described it, which was the immediate cause of her present hospitalization, — 


If this pain had been suggested away under hypnosis without attempting to 


give her something positive in its stead, in all probability a suicidal de — 


pression would have been unleashed. We have seen this happen with other 

atients. In her case, it was relatively easy to determine the function—or at 
east one of the functions—which her symptom served. 

At times our approach must be extremely cautious. Over a two-year period, 


for instance, the left hand of an adolescent had gradually begun to rise 


higher and higher until it was now being carried practically at right angles 
to his body. The neurological consultant made a diagnosis of possible extra- 
pyramidal disease. The psychiatric consultant requested a hypnodiagnostic 
investigation. The child was rapidly hypnotized and told that, if he wished, 
his arm could be held at his side. It was, but forcibly and by his other hand! 
It was therefore suggested that, if he wished, his left arm could be held at 
his side without the help of his right. At this, he placed it behind his back 
and sat upon it! He was next told that, if he wished, his left arm could remain 
at his side without help from his right and without any restraint. He became 
a trembling, frightened child, eyes widely dilated, cowering against the wall 
at the far side of the office. It was now suggested, but in a calm, ese 
voice, that if he wished, his arm could remain at his side without bein; 

or sat upon, and without any feeling of fright on his part. He pase 


began running thumb and index finger, through his clothes, rapidly up a : 


down his penis. Since both hemiballismus and Parkinsonian tremor may dim- 
inish or disappear without direct suggestion under hypnosis, this does not 
necessarily imply that organic determinants were not present; it means 
that his symptom at the very least was serving a neurotic function. If it 
been repressed by direct hypnotic suggestion, it would in all likelihood have 
been. replaced by exhibitionistic masturbation, and that on the part of a 
child living, as he did, in an orthodox Catholic household would create much 
difficulty. 

Since in our experience such symptoms usually serve more than one func 
tion, during the next session this boy was hypnotically regressed on the basis 
of his intensified emotion of the moment, and at that time wished to fight, 
hit, kick and bite his father. Whatever else it did, his symptom bound the 
anxiety which otherwise would have been liberated by his masturba 
wishes, if he had recognized them, and his a ive impulses against his 
father. This session has been described in detail elsewhere (10a). 

An additional word about differential diagnosis, at least with patients with 
apparent medical or surgical symptoms, seems necessary at this point. Our 
function as psychiatric consultants, so we believe, is that of attempting to 
determine, on the basis of positive factors elicited, whether emotions) diaaill 
be present; and, if so, whether this emotional disease may intensify medical 
and surgical symptoms, introduce complicating factors in treatment or pro 
long convalesence, as a result of which it must be taken into consideration im 
the course of the optimal medical or surgical treatment to be recom 
Our further function, provided emotional disease be present, is that of de 


termining, if possible, whether it be etiologic in the production of those com — 


plaint symptoms for which the patient has required hospitalization. If 80, 
physical symptoms must be de-emphasized, since their emphasis, by physician 


and patient alike, denies the patient the psychiatric treatment he so badly — 
needs. But this concept, nevertheless, is not quite sufficient. We cannot state — 
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that some patients whom we have investigated and treated by means of these 
techniques do not, for instance, have asthma, atypical trifacial neuralgia, a 
ruptured disc, or epilepsy. The EEG record may be that of an interseizure 
tracing, or the Rorschach show organic signs. We can say, however, that at 
least under certain circumstances symptoms, whether neurotically or organ- 
ically determined or both, serve fairly specific neurotic or psychotic functions, 
and that these functions can rapidly be determined. In addition, we can state 
that at least certain patients with such diagnosis can be helped, improved, 
or “cured,” even after being taken partly or completely off medication, by 
chotherapy. In other words, our concept of differential diagnosis is no 
nger that of determining whether or not these patients have either emo- 
tional or organic disease or even whether they have both emotional and or- 
nic disease, but that of whether their symptoms serve a psychogenic 
nection, as a result of which they can be considered as “improvable” under 
chotherapy. We must, incidentally, admit that, once we get beyond super- 
ial concepts of etiology, we do not know what asthma, epilepsy or even 
diabetes, for instance, actually are. 


Fantasy-Evocation and Prognosis 


Physical pain invariably seems easier to tolerate than pain emotionally 
(9) . Nevertheless, with a number of our patients when fantasy-evoking, 
acting-out techniques of this type were utilized, physical symptoms were 
frequently de-emphasized by the patient himself, complaint symptoms usually 
disappeared within a relatively short period of time, and the patient soon 
found it possible to face some of his underlying fears and to attempt to in- 
vestigate in collaboration with his therapist his present difficulties in inter- 
personal relationships. The prognosis as a result has usually been excellent. 
But this can not be said of all patients in this series. Some considered their 
— pain the lesser evil. With them prognosis was poor or, at the very 
t, doubtful. The mere fact that a specific patient is hypnotizable does 
not per se imply that he is treatable. The child with apparent extra-pyra- 
midal disease, for instance, was completely amnestic for his reactions during 
the hypnotic session, was at no time able to enter into a good treatment 
relationship, and must be considered a treatment failure on our part. He 
was gaining much too much from his symptom, which had been precipitated 
out in the midst of an extremely sick family situation, to have any motivation 
that we could seize upon in our effort to help him relinquish it. His arm- 
lifting behavior was causing him no trouble; in fact, it served the additional 
function of helping him to keep the family constantly stirred up without 
any active intervention on his part. And we have now seen two patients who 
were incapacitated by their symptoms but who nevertheless, one while hypno- 
tized and the other after hypnosis had been determined, stated in so many 
words that they would rather retain their symptoms than face their present, 
difficult life situations even in an attempt to change them. 

The first was a thirty-seven year old accountant who had been incapacitated, 
during the preceding few months, by attacks of vertigo, partial deafness and 
severe headaches. When seen hypnodiagnostically he began to complain of 
the pressure which he felt in his head, and finally asked, “What makes that 
pressure?”’ At this the therapist stated, “I’m going to count to ten. If you really 
wish to know what makes that pressure, as soon as I count to ten, you'll see 
as in ——— whatever that pressure stands for.” And the psychiatrist slowly 
counted to ten. The session continued as follows: 

Hyp.: “What do you see?” 

Pt.; “Just a picture of a girl. Nothing else.” 

Hyp.: “Look closely at the picture. It's becoming more vivid. It’s no longer 
4 picture. It’s real.” 
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Pt.: “That girl! Make her — She won't stop! a Stop! She won't! Stop 
her! She’s bending over me! She’s got glasses on! She’s putting those thi 
on me—too tight—to examine my head! My head’s sore .. . She’s gone now. I 
told her to stop ... She’s here again! She’s putting it on again! She’s pressi 
too hard!” And it developed that he was referring to the technician who had 
taken his electro-encephalogram three days previously. 

Hyp.: “She’s pressing too hard? It can’t really be the girl who took the 
electro-encephalogram. It’s certainly not that girl. You felt this way before 
you came here. Look closely. You'll see who it really ts now.” 

Pt.: “It’s Arlene! She’s pressing too hard! Oh! It hurts! Stop her! It hurts 
too much! Stop her!” 

Hyp.: “What's she doing?” 

Pt.: “Holding me too close!” 

Hyp.: “How?” 

Pt.: “She’s squeezing my penis! My testicles! Oh! It hurts! Oh! Oh! Stop 
her! ... Stop! ... Make her stop! Stop! Stop! That hurts! ... Oh!” And at 
this, he burst into tears, sobbed convulsively for about five minutes, and then 
started shouting and screaming, while yelling for her to stop. He suddenly 
became silent, oniy to exclaim, although with tears streaming silently from 
his eyes, “That pressure! It’s there again! Oh, my head! .. . Funny, she’s gone 
now, but my head—it’s aching again. Oh, that pressure! It’s in my head now 
—and not my testicles! What is it? Is something going to break? 

Hyp.: “It’s in your head now, instead of in your testicles?” 

Pt.: “I can’t take it there. I’d rather keep it in my head! Don’t let it go 
back into my testicles! She didn’t mean anything wrong. I can’t take it therel 
Let me keep it in my head!” 

Both this session and the next proceeded in essentially this way. He became 
amnestic for his testicular pain. As it developed, he had previously had a lam- 
inectomy because of severe incapacitating back pain, and had developed the 
vertigo, the headaches and the sensation of pressure in his head after he had . 
relinquished his back symptoms. He later emphatically — and in no uncertain 
terms — stressed the fact that he preferred to retain the pain in his head to 
postponing his marriage and disappointing his mother. He was unable to 
realize that he needed treatment whether he went through the marriage cere- 
mony or not. In view of his amnesia for the hypnotic session, especially when 
taken in conjunction with his emphatic statement to the effect that he had 
decided to retain his symptoms, the prognosis of necessity had to be con 
sidered poor. 

Our second patient had a wry neck so painful as to make it impossible for 
him to continue cree bond phememaem He found himself, when the theatre 
technique was utilized, while watching “an indefinite somethi 
being enacted. When 1 er pean what he meant by this, he at first saw “a 
beautiful ballet,” only later to notice, in one corner of the stage, “a woman 
with a big bonnet sitting in a (covered) wagon on the driver's seat.” He 
continued, “And there is no one with her. I can put lots of faces on her. 
But I can’t see what she really looks like.” 

Hyp.: “If you look closely, you can: You won't have to put ~~ face on 
her. k closely. You can see, if you really wish to.” At this, he began 
gasping as though in severe pain, tears began rolling down his face, and he 
suddenly began yelling, “It's death! ...(Pause)...She doesn’t — (sobbi 
— do anything.” He was trembling by this time. “Everything is quiet — q 
as death.” 

After the curtain had fallen, he was brought out of the theatre and into 
the psychiatrist’s office by direct suggestion. He immediately sob 
“That woman was my mother-in-law. She’s death! My father-in-law ki 
himself four years ago, and my sister-in-law killed herself in 1945.” He was 
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silent for a few minutes, the sobbing ceased, and his facies became de- 

. “That woman in the driver’s seat on the wagon,” so he added, “That 
was my mother-in-law all right. She’s death all right.” And at this, he again 
became silent. 

At the end of the session, it was suggested that he would remember every- 
thing that had taken place while he was hypnotized if he really wished to 
remember it. The fact that his head had reverted to the mid-line was called 
to his attention. He had not realized that it was no longer twisted. But 
if he had to talk about death, he did not know whether he would like to get 
rid of his torticollis or not. He thought he would rather not. He knew he had 
his symptom because he was a homosexual and not because he was depressed, 
and he had no desire to talk about depressing material at all. The session 
came to an end after the psychiatrist had suggested that both this — and 
what he meant by his references to homosexuality — be discussed further next 
time. He became completely amnestic for this portion of the session. He, too, 
had decided that he would prefer to retain his incapacitating symptom, at 
least for the present. 

The mere fact that a patient becomes amnestic for material which comes 
to the fore during such hypnotic sessions, does not necessarily indicate that 
the prognosis must be poor. Neither does the fact that the patient states, 
whether on hypnotic or non-hypnotic levels, that he prefers not to give up 
his symptoms. His amnesia on the one hand, and his negative decision on 
the other, must be considered as evidence of specific resistance on his part, 
and can be investigated and treated with this in mind. With these two 

tients, however, both amnesia and decision were concurrently present. 
And with both these patients, the prognosis was doubtful. 

With most of the remaining patients in this series the prognosis, on the 
other hand, was excellent. One patient in her mid-twenties, for instance, with 
a hostile silent depression, was hypnotized in an attempt on our part to get 
beyond her apparent placcidity, and was then told that as the therapist 
counted to ten whatever she was feeling would grow stronger, stronger and 
stronger still, until it became stronger than she could bear it, until she could 
no longer control it, until she would feel almost overwhelmed by it. At the 
count of ten she was hynotically regressed, on the basis of her intensified 
emotion of the moment, to “that other time when you felt this same way.” 
She was tense, shaking inside, lying in bed with her husband fast aslee 
beside her, after what apparently had been a premature ejaculation on his 
part. She could no longer bear it; she wished to raake life as miserable for him 
as he was making it for her; she felt like killing him. This was, incidentally, 
her first overt expression of anger. It was utilized, although she was still 
hypnotized, just as if it had been elicited on the conscious level in a patient, 
under intensive psychotherapy, with what previously had been believed to be 
a suicidal depression. She had now come into a good therapeutic relationship. 
With her, the prognosis as a result was thought excellent. 


Acting-Out as a Therapeutic Manoeuver 


During this discussion, we have emphasized for the most part two points: 
“ that fantasy-evocation and acting-out techniques can be utilized for the 

i ntial diagnosis, not only of organic from emotional disease, but also 
of syndromes which, whatever their basic etiology, are treatable by various 
of the psychotherapeutic techniques; and (b) that hypnotic acting-out tech- 
niques can be utilized to help some patients, especially if they be poorly 
motivated for psychotherapy, to attain sufficient motivation to make treat- 
Ment possible. This applies not only to patients with apparent medical or 


surgical disease, but also to patients showing the more classic psychiatric 
syndromes. 
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So far as treatment itself is concerned, if these patients still remain poorly — 
motivated for therapy, we have found that two different appa are 
substituted 


ible. On the one hand, a less incapacitating symptom may 
or the original complaint symptom, provided it serve the same neurotic 
need: numbness of the right thumb and middle finger, for instance, made it 
possible for one of our patients to dispense with the severe torticollis which 
revented him from driving his car or continuing at his job and doing the 
ne, delicate work demanded by it. Erickson feels that a stiff wrist is fre. 
quently an excellent substitute for a paralyzed arm, since “it gives the patient 
a difficult symptom that meets his neurotic need and yet requires functioning 
to prove” its existence (3a). On occasion, however, even when we do know 
the function or functions served by a specific symptom, we are not ingenious 
enough to devise a socially acceptable substitute; we could not, for instance, 
think of a substitute symptom for the boy with the apparent extra-pyramidal 
disease that could at the same time successfully serve both the masturbatory 
and the aggressive functions of his arm-lifting behavior. 

At times, therefore, when symptom substitution with such poorly moti- 
vated patients seems impossible, pronounced obsessional systems may be 
built up as a defense — and this seems especially applicable with alcoholics — 
or other acting-out techniques may be utilized. One of our patients, a primi- 
gravida, with nausea and vomiting of pregnancy so pronounced as to have 
forced hospitalization upon her almost constantly during the first six months 
of her pregnancy, was found, by the techniques listed above, on the conscious 
level to be demanding an abortion and on deeper levels to be attempting to 
vomit up her pregnancy. She was hypnotized without her knowledge, was 
vagened to the happiest moment of her life, which she re-lived, was told that 
she would continue feeling this emotion but in intensified form as she was 
hypnotically progressed, month by month, week by week, and day by day 
to after the birth of the child, and was then — while still hypnotized in the 


office — allowed to hold the infant in her arms while feeling this same warm . 


happiness within. Although she was seen on less than a once-a-week basis, 
the nausea and vomiting ceased and by the third hypnotic session — in which, 
incidentally, other hypnotic procedures were also utilized — real feeling de- 
veloped for the baby. 

Most of our patients, however, have been able to come into a fairly good 
psychotherapeutic relationship. We have found it possible to treat them by 
the more usual 1 9 ae 2a ee techniques, either on non-hypnotic or hyp- 
notic levels, and, in addition, by techniques made — only as a result of 
the hypnotic interpersonal relationship. Some of these 
techniques. To illustrate: 

An asthmatic—or apparently asthmatic—patient whose asthmatic symptoms 
for the time being had disappeared, at the beginning of the fifth session stated 
that he felt as though his eyes wished to close or to blink, as though there were 
something he wished to see but could not, as though his eyes were “not really 
open”. He was qoyer without suggesting eye-closure. His eyes, therefore, 
remained open. This particular hypnotic session was characterized by quite 
a bit of acting-out. It developed as follows: 

Hypnotist: Your eyes are open but they feel as though they are not open, 
as though there is something you wish to see but can’t. Look closer. If neces 
sary, even strain. If you try hard enough, provided you wish to, you'll be able 
to see what it is you want to see but can’t. 

Pt.: The seat’s empty. I want to see her there, but can’t. 

Hyp.: Where are you? 

Pt.: In a theatre. Emily disappointed me. Her seat’s empty. She disap 
pointed me. I want to disappoint her. And I know how, too. 

Hyp.: How? 
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Pt.: I'll lay her next time. That'll disappoint her. I'll get even with her — 
that way. (The patient was silent for five minutes. His breath gradually began 
coming faster and faster. He began to pant. The panting then ceased, he 
Seemed completely relaxed, and his eyes closed.) 

Hyp.: What are you doing? 

Pt.: Relaxing. In the back of the automobile . . . I’ve just laid her. I en- 
joyed it. And that'll show her! She wants to leave now. Just like — ! 

Hyp.: Just like? 

Pt.; Just like Anne. 

Hyp.: Like Anne? 

Pi.: Yes. Just like Anne! (The patient’s tone had changed. He sounded 
defiant at this point) . 

Hyp.: Like Anne or like —? 

Pt.: Not like Anne. Like me. But that’s not Anne in the car now. It’s Emily. 

Hyp.: Are you sure? Better look closer. 

Pt.: ‘d urns his head, eyes now wide open, and seems to peer intently 
toward his left.) No. (Voice heavy, laden with disappointment.) I was kid- 
ding myself. I hoped it was Emily. It’s Anne. 

yp.: And you thought Emily wanted to leave? Like you? 

Pt.: Yes. I’ve finished. But Anne’s a sex maniac. She’s coming over again. 
She’s trying to warm me up. (He again began to breathe more heavily, a 

ntly lived out a seduction although this time by Anne, and apparently 
Sasiavsrcourse a second time. He then drove her home in the car, after which 
he took her to her door, staved off a third seduction, and returned to the car. 
His eyes were widely dilated, he was trembling, and his fists were clenched.) 

Hyp.: You seem frightened and angry, both at the same time. Is that how 

u feel? 

Pt: I've gotta get away! She’s a sex maniac. She don’t want me! She wants 
my peter! . . . She’d like to cut it off and carry it around with her all the time. 
That's what she’s going to do! I’ve got to get away from here — quick! Did you 
look at her? You'd see. 

Hyp.: I'd see — what? Maybe my eyes aren’t opened — enough. I want to 
see, but can’t (These statements were made in view of the patient’s statements 
at the beginning of the session. So far as possible, his exact words were 
repeated. 

PL: You'd see! Just look at her! She’s like Jane. 

Hyp.: Like Jane? 

Pt.: My sister. She wants sex like Jane wants whiskey. I hate her! I'd like 
to kick her guts out! (Silence for three or four minutes.) But I don’t 
want Emily like that. She’s a nice girl. I don’t want to hate her — like Anne — 
and my sister. I want to ask her for a date — and take her out — and maybe 
marry her. 

Hyp.: Was this what you wanted to see but couldn’t? 

Pt.: I hate Anne — and I hate my sister. I’d like to kill them! But I don’t 
want to hate Emily! She’s not my sister. 

1 Hyp.: No, she’s not your sister — and she’s not Anne either . . . We'll con- 
tinue from this point next time, unless something more pressing develops 
which you feel you’d rather take up. I'll count to three now, and when I 

counting, you'll no longer be .ypnotized. You'll feel relaxed again, if 
you wish. And you can remember everything that went on during this session, 
of not, as you yourself wish. 1, 2, 3. 

As the patient was leaving the office, he stated almost in a reverie-like 
— “Emily is not my sister. I didn’t know till now that I thought she 
was.’ 

It should be noted that this patient could be given the statistical diagnosis 
of an underlying schizophrenia with an hysterical reaction; in fact, at times 
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treatment was on a srionpheanic level, and at others on an hysterical one, — 


He was able to make a 


irly adequate social adjustment without again © 


developing incapacitating, apparent asthmatic attacks, and to become moti- — 


vated enough to wish further psychiatric treatment. However, with a patient 


like this, acting-out of this type whether outside the treatment hour or during — 


the therapeutic session involves certain dangers. 


Dangers and Limitations 


When such treatment, therefore, is decided upon, the calculated risks must 


be taken (a) of suicide by the patient, (b) of collaboration by the therapist 
in the fantasies of his patient, and (c) of acting-out by the patient of the 


PaaS sie se 


fantasies of his therapist. Whether the patient be treated hypnotically or not, — 
such acting-out at times can be met by (a) prohibition (which with us is 
usually unsuccessful), (b) by ego-strengthening devices (in which, inciden- 


tally, the acting-out itself may play a part), and (c) by interpretation (the | 
method of ep . Counter-transference problems must also be borne in © 
the therapist is of prime importance. If the therapist be — 


mind. The role o 


one who himself tends to act out, or if in his rigidity he reacts with tacit 


proval for impulsive behavior which he cannot allow for himself, or if for 
some other reason he derives too much unconscious gratification from the 


melodramatic aspects of such acting out, he may in one way or other nullify 


the results achieved or even, poe ly, harm his patient. This must, at the 
very least, be borne in mind (4, 8). 


So far as abreaction itself is concerned, it should be noted that the child is 


constantly abreacting in his play and the manic in his symptoms without 
necessarily nasi g any curative or ameliorative effect as a result of the abre- 
action. Because of the underlying relationship between present symptoms, 
old neurotic conflicts, personality development and general patterns of be 
havior, acting-out of the type described in this paper by itself is insufficient, 


although immediate relief is usually experienced as a result of the emotional ” 


expression itself. When successful, however, such acting-out does help moti- 
vate the patient sufficiently for him to wish further psychiatric treatment, 
But if it be used by itself alone, in our opinion all the abiacton to abreactive 
techniques in general can be alleged here. It usually, so we believe, is neces 
sary for the patient to gain some insight into the significance of his acting-out 
with respect to his ee development and his present difficulties in 
interpersonal relationships. 

One of our patients, for instance, with incapacitating back pain for which 
she previously had had operative intervention, on the hypnotic intensifica- 
tion of her emotion of the moment spontaneously abreacted a rape. Her - 
thotonic position would nevertheless have made intercourse impossible. 
was therefore re on the basis of the intensified emotion of the moment 
—and was now years of age, deserted by her mother and in the midst of 
a temper tantrum. Her arched back became understandable, as did her 
presees reaction to a rather bad marital situation. She had, incidentally, 

rought this situation into existence herself, before her admission to the hos 
pital for the laminectomy which, with the disappearance of her ruptured 
disc symptoms, had now become unnecessary. 

This patient was one of our treatment successes. Of the 18 patients com- 
mented upon in this article, 3 were seen hypno-diagnostically only and were 
referred elsewhere for treatment; $ were out-and-out treatment failures; 

12 became so motivated for treatment that they were able not only to lose 
their symptoms but even to make the necessary effort to attain to a much more 


adequate social and marital adjustment. The case protocols of some of these : 


patients will be described in detail elsewhere. 
64 








=e oe ee ee a lo Glo Mo od’ - a no hee a em of 


ee ee ee 2 eae OS. eC 


~~ 


aT SP ee OT Oe 


ooo & oO FT 


De ee Se ie ee ee 








Of these 18 patients, 7 were seen in the hospital; 3 were seen at first in the 
hospital and later in my private office; and 8 were treated only in my private 
office. It was not deemed necessary, either in hospital or office, to have a third 

n present. However, since 2 of these patients were utilized for teaching 
purposes, some of the sessions described were observed by students. 

So far as the statistical psychiatric diagnoses are concerned, these patients 
showed practically all the classic syndromes. Our asthmatic patient could be 
given the diagnosis of an underlying schizophrenia with an hysterical reac- 
tion. The patient with pronounced hyperemesis gravidarum was showing an 
hysterical reaction which was serving to hold an underlying depression in 
check. Several of our patients had silent, hostile, but not necessarily hysteri- 
cal, depressions. One patient was a severe obsessional-compulsive. Another, 
a surgeon, was a drug addict, and still another was a jobless psychopath. 

We should like to emphasize the fact that these patients constitute a highly 
selected group. We do not, however, actually know the basis for this selection. 
Less than one-quarter of all —_ referred to us specifically for treatment 
under hypnosis are so treated. And only a very small number of these are in- 
vestigated, evaluated or treated by the techniques summarized in this report. 
At no time do we hypnotize patients, for treatment of this type, unless, to 
begin with, we know we like them. What our other determinants for such 
selection happen to be, will require further investigation on our part. It is, 
nevertheless, because of the highly selective nature of the material involved 
that we are so frequently successful, at least so far as symptom amelioration 
is concerned, when these techniques are utilized. 


Summary and Conclusions 


During the past five years, we have been experimenting with a number of 
hypnotic techniques with which to reach patients who have little or no 
motivation, at least at first, for psychotherapy. For the most part, these tech- 
niques have been utilized with patients with real or apparent medical or 

ical disease, who had been, so far as can be judged, medically or surgi- 
y sick for five, ten or more years. 

The more usual interviewing techniques frequently could give us no clues, 
even so far as differential diagnosis Tf organic from emotional disease) 
was concerned. As a result, techniques were devised whereby these patients 
were hypnotized, sometimes without their knowledge or conscious consent, 
but nevertheless always with their consent implied, without at any time using 
the word “sleep” or suggesting eye-closure, so that, by the use of other tech- 
niques still onde investigation, symptoms could be precipitated or intensified 
even to the point of having asthmatic or epileptic attacks reproduced, for 
instance, during the consultation session. 

By still other techniques, symptom-formation was then blocked and the 
inevitable, resultant anxiety reaction repressed, so that underlying fantasies 
could erupt into conscious awareness even to the point of being acted out. 
An asthmatic patient, for example, when his asthmatic attack was blocked, 
acted out the killing of his girl friend by knocking her to the floor and jump- 
ing over and over again on her abdomen. An adolescent, with what was 
thought to be probable extra-pyramidal disease, n to masturbate. Ex- 
amples could be multiplied almost ad infinitum. In all cases, symptoms served 
more than one function, and several such functions would be acted out either 
concurrently or one after the other. 

Such reactions have been utilized for the purpose of differential diagnosis, 
but not in the more usual sense of the term. We cannot, for instance, say that 
these patients do not have asthma, epilepsy, etc. By means of these techniques, 

er, we have found it possible to determine, and to determine rapidly, 
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the neurotic or psychotic functions which their symptoms serve, and, in addi- 
tion, to state further that, irrespective of whether or not it be asthma, epilepsy, 
etc., — patients with these diagnoses can be helped and even “cured,” 
after having been taken partly or completely off medication, by psychiatric 
treatment. This can proceed in two different ways: 

(a) With patients who are poorly motivated toward treatment, substitute 
symptoms may be set up, provided they serve the same neurotic needs, or 
other specifically hypnotherapeutic techniques utilized. 

(b) Patients who can come into a g therapeutic relationship, some- 
times as a result of the hypnodiagnostic procedures listed above, can then 
be treated both (1) by the more usual psychotherapeutic techniques, either on 
non-hypnotic or hypnotic levels, and, in addition, (2) by techniques made 
possible only by the hypnotic interpersonal’ relationship. Some of these, 
again, are acting-out techniques. 

There is little in the whole field of hypnotherapy that is not controversial. 
This mga even to a definition of hypnosis. However, from the angle of 
mo of the material presented in this chapter, we tentatively incline to 
believe that whatever else, in addition, the hypnotic interpersona! relation- 
ship is, it seems to be a fantasy-evoking one in which the patient, on the basis 
of his own experiential background and with more ready access to his pre- 
conscious, thinks, feels, experiences, reacts and even acts-out exactly as he 
believes the hypnotist wishes him to, projecting his own impulses, desires 
and fantasies to the therapist. Or—and this is of course the same thing—his 
reaction may negativistically be the very opposite of this. For this reason, 
when techniques of this type are utilized, no direct suggestion at any time 
is given the patient. 

When treatment of this type is decided upon, calculated risks must at 
times be taken. These include those of suicide by the patient, of collaboration 
by the therapist in the fantasies of his patient, and of acting-out by the 


atient of the fantasies of the therapist. Such pitfalls, for the most part, soit _ 


is believed, can be avoided. 
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Case Reports on Bruxism and Periodic 
Hysterical Trismus* 


JAcos STOLZENBERG, D.D.S. 


By one definition, bruxism is a condition common in man which is ex- 
pressed by a rhythmic clenching or gnashing of the teeth, and may occur 
during sleeping or waking hours. Bruxism is considered to be a subconscious 
expression of inward aggression manifested by a hyper-activity of the dental 
apparatus. This may be a good way to siphon off emotional tension and frus- 
tration. Unfortunately, it wreaks havoc with the teeth and their supporting 
structures, ultimately resulting in their loss. 

According to RITTENBERG:— 

“Bruxism is a disease which manifests itself in the mouth by its 
destructive effect on the dental apparatus. It is therefore an organic 
disease at that level. At the physiological level, it presents activity 
of the musculature, and is a functional disease. Beyond those two 
levels, it becomes the province of psychosomatic medicine to answer 
the ‘why’ for the existence of the condition” (1) . 

To pursue these thoughts a bit further, the subjective symptoms may mani- 
fest themselves in varied syndromes, such as pain in the ears, the area of 
temporalis or masseteric muscles and may even be evidenced by a feeling 
of looseness of the teeth. 

Clinical symptoms are manifested by the appearance of facets on the 
enamel biting surfaces of the teeth due to abnormal wear, inflammation of 
the mucosa surrounding the teeth, the destruction of the supporting bone, 
and by the loosening and consequent loss of teeth. 

To further substantiate the or that bruxism may be interpreted as an 
expression of suppressed aggression, it has been noted that patients are 
generally unaware of bruxism in themselves and may deny it when it is brought 
to their attention by others. Therefore, not only is the aggression suppressed 
+ age grinding of the teeth, but any conscious knowledge of the grinding is 
also suppressed. The patient is only aware, however, of some daily conflicts 
or frustrations (2) . 

To my knowledge, the dentist has been unable to resolve this condition 
by any mechanical therapy. From clinical observations, hypnotherapy, as well 
as conscious suggestive therapy, has been a valuable adjunct in conditioning 
patients to overcome bruxistic habits. 

Hypnotherapy, then, can suppress bruxism, but, without investigation of 

the basic motives, other and equally damaging activities could follow a mere 
suppression of symptoms (2) . 
_ The other case to be taken under consideration dealing with hypnotherapy, 
is titled “periodic hysterical trismus”. Before reading the case report, I should 
like to relate two incidents which helped immeasurably in making a diag- 
nosis of periodic hysterica) trismus rather than ankylosis. 

Unfortunately, no work has been reported on hysterical trismus and con- 
eeently needless operations of condylectomies have been performed to 
telieve closures of the jaw. The condition has often been diagnosed as anky- 
losis of the temporo-mandibular joint, which is the union of the head of the 
Mandibular condyle with its articulating counterpart—the glenoid fossa of 


_—_— 
*Read before the Third Annual Scientific Meeting of the Society for Clinical and Experi- 
mental Hypnosis, New York City, September 27th, 1952. 
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the temporal bone. Some of these conditions, of course, were of short or 


limited duration and have been resolved spontaneously. For purpose of 

illustration, the following are colloquial symbols in organ language, Wi 

fying this condition: “I'm scared speechless,” “I was scared stiff,” “Well 
ut my mouth!” 

By definition, then, trismus or lockjaw is a firm meni of the jaw due toa 
tonic spasm of the muscles of mastication from disease of the motor branches 
of the trigeminal nerve (3). Whereas in hysterical trismus the condition 
is of psychogenic origin and has no organic involvement. 

Recently Dr. Thoma of Brookline, Mass., related an incident in question;— 

“A patient, from the Carolinas, had been referred to him for a 
condylectomy. The condition had been diagnosed as bilateral anky- 
losis. In the operating room, after administration of general anes- 
thesia, the spasm disappeared and the cpr jaw relaxed. Con- 
sequently no operation was necessary.” (4) 


For purposes of illustration, I will cite two cases which were resolved by 
the aid of hypnosis. 


Case Material 


A female, married, Age 46, presented herself for consultation. She expressed 
an interest as to whether or not orthodontic procedures could relieve her 
ee symptoms in the area of her left ear. The history indicated that she 

ad had medical attention for several years without relief of her symptoms. 
The patient was then referred to a dentist for further study. A mandibular 
removable lingual bar with occlusal coverage was inserted, as mechanical 
therapy for opening the bite to relieve pressure in the area of left ear. 
After wearing the bite-raising appliance for a short time, the patient re 
experienced her painful symptoms. At the suggestion of a dentist she com 
sulted our office for an orthodontic opinion. 


A clinical examination disclosed a dental and facial deformity, charac 


terized by an under-developed and recessed mandible, and an overbite of the 
maxillary anterior teeth. The general health of the supporting tissue was 
good. After reviewing the elements of the examination, it was then suggested 
that the patient undertake orthodontic treatment for the following reasons:— 

1. To open the bite and permit biological vertical development. 

2. To reposition the mandible and alter the position of the left condyle. 

8. Tocorrect the irregularity of the maxillary anterior teeth. 

The prognosis appeared to be favorable and a change in appliance therapy 
was instituted. 

After three months of satisfactory progress, the patient complained of the 
recurrence of her previous symptoms, Palliative treatment was prescribed, 
such as warm applications to the affected area, and mild sedation. 

Three weeks elapsed and the patient reported no improvement in her 
condition. This lead me to investigate her emotional background. 
and judicious inquiries were made, and finally the patient mentioned that 
her husband heard considerable noise during the night, which sounded like 
the grinding of teeth. The patient was enlightened regarding the ph 
harm she was inflicting on her teeth and the supporting tissue, and the 
relationship of the grinding to the pain in the left condylar area. Bruxism 
was explained as an expression of eo ote aggression, an ee of 
physical harm to oneself. She was told also that bruxism aad be indu 
resentment, anger, fear, frustration, or some other emotional problem. 
brief explanation induced the patient to relate a domestic problem which 
had been disturbing her for some time. A spepemnenc understanding and 
discussion followed which helped immeasurably in giving her a di 
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pective regarding her problem. The neuro-muscular mechanism of the 
pobre was overcome by hypnotherapy. 

The patient was ee pga and given pomhypetie suggestions that she 
would no —— grin her teeth. After five post-hypnotic suggestions, brux- 
ism was completely stopped and she was free from her previous symptoms. — 

It has been three years since this patient received hypnotherapy. There is 
no evidence of any emotional manifestation of a Se dysfunction. 
She appears emotionally happy, content and without any remission of her 
original complaint. 

appliance was an adjunct and considerably instrumental in over- 
coming the bruxistic habit. 


Case Report on Periodic Hysterical Trismus 


It was quite by coincidence that I heard a dentist relate the following 
account: 

“I was present in a hospital amphitheatre about to observe a 
bilateral condylectomy. The diagnosis had been ankylosis of the 
mandibular condyles. When the patient was given a general anes- 
thetic, he became so relaxed that his jaw dropped to the limits of its 
normal physiological rest position.” Needless to say, the operation 
was unnecessary. 

This incident helped immeasurably in diagnosing the following case: 

May 1951. Mrs. R. Age 34— Referred by her gynecologist for an oral 
examination because of a strange syndrome. History: About eight months 

ious she complained of pain in the left molar area. Her dentist removed 

left third molars which left her in a state of shock for approximately two 
hours. Coincidental with this experience, she began her menses. Subse- 
quently, during each menses she developed the following syndrome: 

She had a feeling of apprehension a few days before each menses. 

Her neck muscles became tense and stiff. She claimed that the spasm 
pulled her jaw out to the left at the start of menses. There was a 
sensitive feeling in the left cheek. She also complained of pain in the 
ears, particularly the left one. At the termination of her menses, 
the spasm disappeared, and the mandible assumed its normal func- 
tional relationship. 

This syndrome re-occurred periodically with each menses. The patient 
had run the gamut of medical and dental treatment, with no relief of her 
symptoms. When referred to our office for consultation, she was in good 
physical health, aside from the foregoing symptoms. 

Oral physical examination revealed the following condition: 

1. Left lateral protrusion of the mandible. 

2. Linear hyperkeratosis in the buccal mucosa at the inter-dental line of 

the right and left cheek. 

3. The presence of hyperkeratosed tissue radiating from the left muco- 

buccal fold in the most posterior area. 

4. Healthy appearance of teeth and gingival mucosa. 

Roentgenographs of the right and Toft articular condyles showed no un- 
usual changes, except for the displaced position of the right condyle during 
the left lateral protrusion. 

In the absence of organic etiological factors, it was decided that the con- 
dition might have been of psychogenic origin. The patient was placed in a 

t hypnoidal stage. She was directed to move the mandible into centric 
telationship and experienced no difficulty or discomfort. The patient was 
given a post-!:; pnotic suggestion she would be able to move her mandible at 
will, without any discomfort when awake, and at all times thereafter. Upon 
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awakening, she was told that there was no possible relationship between 
her symptoms and her menses. The painful experience was repressed in her 
- subconscious mind, and was associated with her menses. a fs each 

time a menses occurred, a trigger mechanism was set off and manifested 
itself into this syndrome. 

In February 1952, the patient reported that there has not been any recur. 
rence of the syndrome. 

The orthodontist must recognize the fact that no diagnosis can be com- 
plete without consideration for the total personality of the patient. A con. 
clusive diagnosis of malocclusion should include the study of the physical 
elements, subjective symptoms, and a consideration of the oral habits which 
may be existing. A careful observation should be noted of the patient's 
emotional behavior during examination, and subsequent visits. The under- 
standing of the subjective elements may be a major factor in obtaining 
successful orthodontic results. 

The simple cursory examination of the teeth, x-rays and study casts 
themselves are procedures of the past. In addition, it would be advantageous 
for the orthodontist to query the patient as to his motivation in seeking 
orthodontic consultation. 

The orthodontist should investigate subjective symptoms which may seem 
irrelevant to the patient, such as pain in the temporo-mandibular Pipes. 
bruxistic tendencies, or oral habits. The clinical examination should also 
include a survey of the heaith of the mucous membrane, the presence of 
hyperkeratosed tissue and the presence of shining facets on the articulating 
surfaces of the teeth. 

The cases which I here reported might not have been successfully con- 
cluded without painstaking understanding of the psyche, or if the patient's 
emotional background had not been taken into account. 
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Two Experiments in the Modification of Attitude by 
the Use of Hypnotic and Waking Suggestion* 


By SAMUEL GLASNER, Ep.D. 
' University of Georgia 


I. The Problem 


Ever since the days of Bagehot, Tarde, and Baldwin, psychologists and sociol- 
ists have been inclined to believe that imitation and suggestion from others 
yan important part in the genesis and modification of our social attitudes. 
More recently, a number of experiments in this area have tended to confirm 
the importance of suggestion in relation to attitudes. (1) It seems rather sur- 
prising, therefore, that apparently no experimentation been done in the 
modification of attitudes by hypnosis, which some authorities consider a s 
cial case of prestige or “direct” suggestion. A rather careful search of the list- 
ings in Psychological Abstracts, the various readers’ reser a number of 
authoritative works on hypnosis, and a fairly comprehensive bibliography 
of studies in the field of attitudes failed to reveal any material on hypnosis 
in relation to attitudes, or any experiments applying hypnosis to the investi- 
gation of other areas in the field of social psychology. 
An experiment was therefore designed to test the hypotheses: 
1, that prestige suggestion may be effective in changing social attitudes; and 
2. that hypnotic suggestion is relatively more effective than waking sug- 
gestion in bringing about such change. 
Some of the problems which subsequently arose in evaluating and inter- 
preting the results of this experiment then led to the projection of a second 
experiment, in which the author was assisted by Judson Corley and Francis 
Dukes, to test the additional hypotheses: 
3. that repeated prestige suggestion is more effective than a single sug- 
gestion in changing social attitudes; 
4. that the effect of repeated prestige suggestion in changing social atti- 
tudes follows the pattern of the normal learning curve; and 
5. that the changes noted in the results on a particular test are not merely 
characteristic of the responses to that one test, but represent a funda- 
mental change of attitude. 


Il. Procedure 


The principal instrument used in both experiments was a modification of 
L. L. Thurstone’s paired-comparisons “Study of Nationality Preferences.” 
This test was scored in terms of total number of deviations from the an- 
ticipated responses in all choices a Negro, Turk, Hindu, or China- 
man, as scaled by Thurstone’s subjects. Since these were the four lowest 
groups on Thurstone’s scale, it was reasoned that any deviations would pro- 
vide a fair index of the subject's tolerance toward these groups. (No attempt 
was made in this experiment to scale the remainder of the responses, but the 
author is now working on such a more detailed analysis of the results.) 

This test was then administered to five classes in Psychology and to a 


’ few additional volunteers, comprising in all somewhat over 160 students at 


the University of Georgia, with a wide range of ages and of scholastic stand- 


*The writer was assisted in this investigation by Judson Corley and Francis Dukes. 
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ing. Volunteers for hypnosis were then called for from among these subjects, 
and twenty-nine students came in for individual sessions, none of which 
lasted for more than a half hour in all, including the post-hypnotic retest, 
Light hypnosis was readily induced in each of these subjects, as measured 
by the criteria of eye-catalepsy, right-arm rigidity, and a lethargic manner 
of speech and action. (No attempt was made at deep hypnosis, as the li 
trance was deemed adequate for the purpose, in view of the findings of 
numerous investigators.) When the criteria had been met, which in no in- 
stance took more than ten or fifteen minutes from the beginning of the 
session, the experimenter read the following suggestion: 
“The results on the test I gave you were rather disappointing. 
Most people think that we in the South are deeply prejudiced 
against the colored races. But that is a mis-understanding of our 
ncn Certainly we University people have no actual dislike of 
egroes, Chinamen, or Hindus. And it is our hope, in giving this 
test, to demonstrate our true attitude, which is far more tolerant 
than most people give us credit for. I am therefore going to give 
you the test again. I want you, of course, to give your honest pref- 
erences, But where you find a choice difficult, give the ‘underdog’ 
the benefit of the doubt. Do you understand? Give the ‘underdog’ 
the benefit of the doubt!” 
The subject was then awakened with suggestions of happiness and well-being, 
and given the test again. ' 

Two weeks after the first administration of the test, the experimenter 
returned to the classes which had taken the test before, and administered it 
again. In two of the classes, he read the suggestion he had been giving the 
hypnotic subjects before repeating the test. The rest of the students con- 
stituted the control group, taking the test without any suggestion, just as the 
first time. It will be noted that some of the hypnotic subjects were again 


included in the group retest, either under the control conditions or with . 


waking suggestion. Their scores on this third administration of the test were 
tabulated and studied both separately and together with the others. All of 
the results were tabulated and recorded graphically and studied for signifi- 
cant differences between the groups. 

The second experiment was conducted during the following school quarter 
(in the winter of 1950) , and involved a total of fifty-eight volunteer subjects, 
none of whom had participated in the previous experiment, recruited from 
five Psychology classes at the University of Georgia. Individually or in small 
groups, these subjects were given the Thurstone test used in the earlier 
experiment. Scoring, however, was in terms of an Index of Acceptance (the 
number of preferences recorded for each of the twenty-one nationality groups 
divided by the number of possible preferences for that group) and a Q-value 
attempting to determine the general tolerance or intolerance towards all the 
nationality groups. Twenty-seven subjects were then hypnotized lightly, 
as in the previous experiment, and given the same suggestion which had 
been used in the first experiment. Then they were awakened and ime 
given the test again. Fourteen subjects observed this entire procedure, t 
the tests with the hypnotic subjects, and constituted the waking suggestion 
group. Sixteen subjects were given the tests without any suggestion and 
without being permitted to overhear the suggestion administered to the 
other two groups. These constituted the control group. 

In each of eight succeeding sessions, at half-week intervals, the subjects 
were given the Grice Scale for Measuring Attitude Toward Any Race oF 
Nationality, (3) one form being filled out in regard to Frenchmen, and the 
other form being filled out in regard to Mexicans. (The forms were reversed 
in the retest and were likewise varied from session to session.) The hyp 
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notic subjects were usually hypnotised, after the first or second sessions, 
merely by the use of a key-word. Hypnotic and waking suggestion subjects 
were then given the following suggestions: 


“I am rather surprised that you have rated the French as high as 
you have in the tests you've taken. After all, everyone knows how 
unstable and inefficient the French are, how miserly and frivolous, 
how lazy and politically corrupt. Their sexual immorality is notori- 
ous. And in their relations with the United States, they have always 
taken advantage of us in every way, while despising us behind our 
backs. When you take the tests again, I want you to keep these facts 
in mind, and see if you can’t give a more accurate appraisal of the 
much over-rated Frenchman. 

“Also, I am somewhat amazed that you under-rated the Mexicans 
so greatly. Surely you must realize that they have been our good 
neighbors for over a hundred years now. Their zest for living and 
their passion for color and their love of music and dancing are 
proverbial. Their democratic, freedom-loving spirit, their warm 
patriotism, their deep religiousness, their patient self-sacrifice, have 
all advanced the Mexicans from very lowly beginnings to the point 
where they are now economically and politically stable and actually 
represent a force for peace in the Western Hemisphere and through- 
out the world. And so, when you take the tests again, I want you 
to keep these facts in mind also, and see if you can’t give a more 
just evaluation to the much under-appreciated Mexican.” 


(In successive sessions, the order of these suggestions was reversed.) All 
subjects were then given the two forms of the Grice Scale again. 

A final, tenth session repeated the procedure of the first session, using the 
Thurstone Scale again. Thus it was possible to measure the influence of a 
single suggestion after the lapse of five weeks, as contrasted with the effect 
of repeated suggestion, the former being demonstrated by the scores in 
relation to Negroes, Chinese, and Hindus, and the latter being demon- 
strated by the scores in relation to the French and Mexicans. 


Ill. Results 


Test data has been reproduced separately and may be obtained from the 
author on request.* The author has also computed, and will make available 
to anyone especially interested, the usual indices of reliability and signifi- 
cance. It may be remarked that most of these were extremely high as regards 
the groups, although individual variability was great. 

It will be noted that, in the first experiment: 

1, The scores on the retest, after waking suggestion, were significantly 
higher than the scores on the first administration of the test, and were 
also significantly higher than the retest scores of the control group. 

2. The scores of the hypnotic group were also significantly higher than 
those of the control group. However, they were not significantly dif- 
ferent, in this experiment, from the scores of the waking suggestion 
group. And the evidence regarding the durability of the change was 
inconclusive. 


*3902 Norfolk Avenue, Baltimore 16, Md. 
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The principal results yielded by the second experiment were that: 


1. There were highly significant differences between the responses before 
hypnosis and after hypnosis. 


2. The differences in responses before and after waking suggestion were 


generally not significant, although certain significant differences did 
occasionally appear. 


3. On the other hand, the responses to pretest and retest under control 
conditions (without any suggestions) showed almost no significant 


differences, with certain exceptions which we cannot at present 
explain. 


4. There was little change in response between trial sessions, except as 
regards the hypnotic subjects, who responded much more strongly 
at the beginning of the experiment than at the end. 


5. The single suggestion regarding Negroes, Chinese, and Hindus ap- 
parently lost some of its effectiveness in the course of the five weeks. The 


repeated suggestions regarding Frenchmen and Mexicans retained 
their strength, apparently. 


6. The suggestions regarding Frenchmen and Mexicans, given in con- 


nection with the Grice Scale, were nevertheless effective in the Thur- 
stone Test as well. 


7. The Q-value on the Thurstone Scale as a general measure of tolerance 


or intolerance showed no significant influence effected by the sug- 
gestion used. 


The data assembled would permit of numerous additional analyses and 
comparisons, some of which the author plans to make in the near future. 

Numerous other observations were interesting from the standpoint of 
hypnosis, but not particularly significant for these experiments. 


IV. Conclusions 


In the light of the results, the following conclusions would appear to be 
justified: 


1. Prestige suggestion can effect changes in an individual’s response to an 
attitudes test. 


2. Repeated prestige suggestion produces no more marked effect than does 


a single suggestion in changing social attitudes. However, the results 
seem to be more lasting with repeated suggestion. 


3. Repeated hypnotic suggestion is considerably more effective than re 


peated waking suggestion in modifying social attitudes. But waking 
suggestion also seems to have some effect. 


4, The effects of both hypnotic and waking suggestion vary greatly with 
different individuals. 


5. The effect of repeated prestige suggestion in changing social attitudes 
apparently does not follow the pattern of the usual learning curve. 


6. The changes noted seem to represent changes in basic attitude, and not 
merely changes in the response to a particular test. 
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Posture, Postural Redintegration and Hypnotherapy 


Henry GuZE 
Department of Psychology, Long Island University, Brooklyn 1, New York 


This paper concerns itself with an examination of the relationships be- 
tween hypnosis and postural organization in psychotherapy. For some time 
the writer has been interested in the role of posture and postural redintegra- 
tion in behavior, particularly with reference to psychotherapy. It is significant 
and provocative that posture has been consistently neglected in the study of 
behavior. Perhaps this neglect grows out of the mind-body mythology which 
pene pepcoologren! and psychiatric thinking. This approach, bolstered 

y the emphasis on psychoanalysis, has concerned itself almost entirely with 
the processes of mentation, and neglected the bodily accompaniments of 
the so-called mental states. Thus despite an interest in psychosomatic medi- 
cine, explanation has usually been in terms of symbolism, and little weight 
has been given to the holism of the behaving body. Again, one must not 
forget scientific and medical fads and fashions which dominate a period, so 
that while psychoanalysis, for example, was bitterly attacked as revolutio: 
several decades ago, currently it constitutes the new orthodoxy. Without 
denying the tremendous importance of psychoanalytic concepts, it is none- 
theless amazing to see the point of view which was previously so resisted, 
being fortified in many cases with a resistance of its own to differing concepts. 
The phenomena of change in the history of ideas are themselves material 
for research in the psychology of attitudes. The psychologist can speculate 
with interest regarding such emotional outbursts as K. Dunlap’s “Mysticism, 
Freudianism and Scientific Psychology” (6), wherein he states that one of 
the most important, if not the most qo mystical movement of the 
nineteenth century was psychoanalysis. The blind acceptance or rejection 
of attitudes in the healing arts offers dramatic evidence of the healer's emo- 
tional problems and their impact upon the nature of his therapy Me (12). 

Both hypnotherapy and the recognition of posture as a form of vior, 
have met either resistance or neglect from practitioners and behavior scien- 
tists, albeit hypnotherapy has recently been achieving new status, and posture 
has been readily examined with reference to growth (10). Riesen and Kinder 
(24) in their recent study of Semen point out the a with 
respect to posture, “In studying behavior, the psychologist is usually less 
interested in the postural activity involved than he is in the effects or the 
causes of such activity. Postural changes enter into almost all behavior. These 
changes indicate to the psychologist that certain stimulus aspects of the 
environment or certain internal factors, are operating to bring about shifting 
patterns of behavior.” These authors assume that in the adult organism, 

stural activity is sufficiently uniform to be no longer a variable in be 
Seater. It is contended by the present writer that postural factors maintain 
a constant feed-back relationship in behavior and may often be the stimulus 
pattern for the maintenance of specific mood states in the absence of external 
stimuli adequate to elicit such moods. 

It would appear that an important aspect of the hypnotic state could be 
utilized to induce particular postural states, directly or indirectly. It 1s 
=, true that a direct suggestion regarding feeling tone is accompanied 

y postural change. Likewise, it can be agreed with Feldenkrais (8) that 
psychiatric successes are those that involve correction of the muscular pattern 
in some way—perhaps indirectly, by chance. Furthermore, hypnosis itself 


76 














<_< ———r a SS a - a 
























~— aa -_—- ~~ ee. Oo SS of 6S ee 








ee 








may constitute a postural condition, inasmuch as it is a form of bodily set. 
Several major relationships are brought into the current discussion: 


(a) The effects of hypnosis on the general posturing behavior of the 
subject. 

‘b) The effects of posture on the response to the hypnotic trance and 
on the subject’s handling of the trance state. 

(c) The effects of the posture in the trance state on redintegratively 
eliciting emotionally loaded memories, previously associated with a given 

tural condition. 

(d) The direct effects of posture on the cerebral physiology of the organism. 


The foregoing conditions come into play in the utilization of a postural 
hypnotherapy, an active state of Feces orets 1+ applicable particularly to 
certain types of resistant patients. One might question whether it is necessary 
to combine hypnosis and postural ee ane and analysis in a patient. 
To this it may be replied that each can be fairly effective alone, but that at 
certain points in therapy the combination is of synergistic potency. 

Perhaps the combination of the trance state and bodily movement has 
been recognized as a means of emotional release among primitives. Many 
primitive tribal dances seem to be carried out during hypnotic trance states 
(25). The interplay of emotion and bodily movement under such circum- 
stances seems to produce cathartic release. While such marked activity cannot 
be produced during psychotherapy—and might not be easy to direct thera- 

utically in disturbed cases, an opportunity for physical action seems much 
fesired in many patients. 

In physical expression, the disturbed individual may find himself ham- 
pered, confused and uneasy. While “free” movement such as in the dance, 
as suggested by Lawton (18) has therapeutic value, often a patient is unable 
to move voluntarily, through fear or motor confusion. Under such circum- 
stances, directed movement is indicated in the individual psychotherapeutic 
session. Such movement is less resisted in the hypnotic state. Furthermore, it 
is not movement alone, but bodily position, which is important, and Beigel 
(3) has recently demonstrated that the manner of response to suggestion 
under hypnosis is largely a function of the bodily position of the subject at 
the time. Why this is so is not entirely clear, but it probably relates to the 
physiological state of the organism at this time as well as to the psychody- 
uamic associations to various positional states. Bettelheim and his co-workers 
(4) have recognized the significance of motor disturbance in the disordered 
children at the Orthogenic School. It is clear that emotional well being must 
be accompanied by improvement in bodily movement, bodily carriage, and 
contactual relations with the environment. The current writer has observed 
in adults much that Bettelheim reports for children. Bodily movement may 
be disturbed by fear of contact with other persons, fear of release of aggres- 
sive impulses, fear of sexual responsiveness, etc. All the foregoing may be 
successfully covered in the body armoring, as described by Reich (22). 

It is desirable at this point to discuss some of the data of a theoretical 
nature which is applicable to an understanding of postural factors as they 
might be utilized in psychotherapy, and the increased significance of such 
factors under hypnotherapy. 

Ascher (2), in a review of motor attitudes and psychotherapy, shows that 
these attitudes had significant relation to the patient’s :ondition, as indicators 
of so-called unconscious processes. Other investigatoi also have been aware 
of the significance of motor activities of the patient. For example, Fromm- 
Reichmann (9) makes much use of symbolic motor expression in the 
therapy of schizophrenics. Whether or not one agrees with Fromm-Reich- 
mann or with the approach of F. Deutsch (5) who sees the various postural 
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responses as symbolic manifestations of depth processes, a direct approach 
to the problems of the posture of the patient seems highly desirable and 
effective in therapy. With Arlow (1) it can be agreed that posture is perha 
among the most striking expressions of the individual’s attitude toward 
environment and toward himself. Frequently indeed, one might question 
the “unconsciousness” of postural attitudes. Often they are direct means of 
ideational repression. These ideas are frequently so close to the surface that 
the person is forced into uncomfortable equilibrium in holding his ‘motor 
intentions from expression. 

Furthermore, this writer assumes that a given posture, associated, let us 
say, with depression, may become chronic, and act to elicit, proprioceptively, 
feelings of depression. Concurrently with the general process of catharsis 
or ventilation, it appears desirable to deal directively with posture, either 
telling the patient to adopt certain movements or making direct reference 
to the spontaneous movements he adopts, since, as suggested above, and as 
observed in hypnosis by Schneck (27), these may be somatic expressions of 
anxiety. In the hypnotic state they may be associated with the hypnotic ex- 
perience, or they may constitute defenses against it. The array of postural 
responses of a person may depend considerably upon the backlog of his 
experience in its relation to the current situation. As pointed out by Werner 
and Wapner (28), changes in body tonus produce changes in the perceptual 
field, a eer experimentally demonstrated by Kleint (15) who found 
that subjects in different body positions tended to respond differently to a 
vertical line, displacing it in the direction of tonus. 

The body image concept, albeit not a new one, nad been sadly neglected 
until its revival in the work of Schilder (26). He refers to the emphasis of 
Head and Holmes (13) on the postural model of the body and the neuro- 
logical integrity necessary for its maintenance. Indeed, the habitual proprio- 
ceptive pattern must be of much importance in determining many of the 
activities of the organism. The body image, psychopathologically speaking, 
should conform to the reality situation. Posturally, a failure of conformance 
might be disastrous, since ae so adjustment to the needs of the moment 
might fail. An organism with distorted body image might have a false sense of 
security in the face of danger, or he might respond too weakly to a strength 
demanding situation, despite the actual possession of physical power adequate 
to the momentary need. Such behavior would result from a chronic or 
habitual proprioceptive pattern acting on the perception of the organism. 
That such a pattern can exist despite the fact that the real changes in the 
body’s morphology do not warrant this, is demonstrated by the evidence from 
the post-amputational condition of phantom limb. Apparently an organism 
may experience — patterns which are at variance with reality, even 
in the absence of certain parts of the body. Such experience is indeed very 
real, as pointed out by Livingstone (19) for the phantom stump. 

The realistic separation of the bodily stimuli from the objective nature 
of the environment becomes a sign of adjustment to environmental changes. 
In non-pathological persons there may be recognition of the non-adaptive 
nature of habitual proprioceptive cues. Thus a person whose posture 1s 
related to depressive states may be able to perceive the fact that the internal 
feelings elicited by his bodily carriage do not have external sources in a given 
situation. On the other hand, the person who cannot make this distinction 
when it is warranted, verges on the pathological. Witkin (30) concluded 
from his researches that there were individual differences in the perception 
of the upright, and that people who could not separate their bodies per- 
ceptually from their surroundings would also find it difficult to discern a 
simple figure “embedded” in complex surroundings. ; 

A posture connected with a given emotional experience may associatively 
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bring about that experience if it is maintained. This is redintegrative in the 
sense of Hollingworth (14). Speculatively it would appear that a person 
whose postural condition is chronically associated with a given emotional 
state, might no longer perceive the fact that his feelings are not the result 
of environmental pressures. Thus he may be unable to separate his body 
from the environment, and project into the latter the cause for his 
disturbance. 

In the hypnotic state, the subject frequently sets up postural responses 
which can profitably be analyzed for meaning. However, it is often insuffi- 
cient to merely discover the nature of the posturing, and the suggestion of 
opposing states may elicit elaborate data in regard to the resistance. Further- 
more, the subject may in this manner be brought to associate a freer or 
easier postural state with the emotional condition he has been resisting. 
This may bring about a postural reorganization and an evaluation of the 
emotion itself, which previously was too intensified by resistance to be 
examined. Often the resistant state may be hypnotically increased thereby 
using it as a form of induction,** so that a relaxed state may be more 
easily obtained. Such phenomenon is gaining wider attention as a neuro- 
dynamic mechanism in behavior and behavior disorder, including schizo- 
phrenia (20). 

It is significant that some subjects can be handled more easily hypnotically 
and therapeutically by adjusting their posture to their particular needs, so 
that a subject who is very resistant in the reclining position, or who shows 
vigorous disturbance following such hypnotic induction, may respond dif- 
ferently in the sitting, standing or bending position. Often the discovery of 
emotional disturbance in a given position under hypnosis, leads to the 
discovery of an area of conflict. For example, in a recent case, hypnosis while 
reclining aroused traumatic memories (postural redintegration) . The same 
subject in sitting hypnosis, had rarely shown physical agitation. 

Postural redintegration seems to be peculiarly increased by the hypnotic 
technique, albeit it can be elicited during waking positionings. Telling the 
subject directly to adopt a certain position often brings forth memories or 
associations which seem comfortably hidden when a single bodily posture is 
maintained. 

In terms of the cerebral physiology of the organism, posturing is clearly 
of great import. Often, the maintenance of a continuous sitting or reclining 
position is accompanied by a drop in cerebral circulation (particularly sitting 
position) . While this may be desirable sometimes in inducing hypnosis (29), 
it is usua!ly advantageous to promote good cerebral circulation. During fear, 
hypnotically elicited or chronically maintained, it would seem that dizziness 
and faintness may appear. Engel (7) claims that an early symptom of 
schizophrenia may be dizziness. In this regard, problems of cerebral dynam- 
ics are brought to the fore. Perhaps chronic emotional states change the 
chemical content and the circulatory state of the brain. Richter and Dawson 
(23) have shown for the rat brain, a transient rise in lactic acid during 
emotion. Circulatory impairment could probably cause such transient chem- 
ical change to be more lasting. In the hypnotic state, a postural chan 
which improves cerebral circulation may often cause marked attitudinal 
change in a subject. That posture itself plays an important role in circulatory 
integrity has been amazingly demonstrated by Peterson, Eather and Dripps 
(21) , who noted that elevation of the legs of an anaesthetized subject caused 
arise in blood pressure and heart rate. The subject’s behavioral responsive- 


{ 
**Induction here is used to refer to reciprocal interplay of inhibition and excitation in the 
fieuromuscular sense. 


79 

















ness under such circumstances, in the hypnotic state, is often clearer and 
less sleep like. Queries as to his feeling state are usually answered positively, 


The presentation of several hypnotic interviews involving postural data 
follows: 


Case I 


This young lady, 23 years of age, presented herself for therapy with ex- 
treme emotional difficulty, including great resistance to expression. For sev- 
eral weeks she could hardly be moved to talk, and sulked in a corner of the 
room, unresponsive and eee While verbally opposed to hypnosis, she 
yielded despite her resistance, fighting all the way, but entering only a moder- 
ate state. In this state she was more verbal, but still uncooperative. Written 
material sent to the therapist, indicated a bizarre sexual fantasy life. However, 
in the presence of the therapist, she remained uncommunicative. 


Finally the hypnotic state was used to introduce in her a series of postural 
responses, differing from the ones she already held. She was told to stand up, 
to walk across the room, to bend forward. Probing during these periods of 
postural i | elicited verbal fantasy descriptions which were highly sexual, 
incestuous, and aggressive in nature. Interviews were continued almost en- 
tirely in the hypnotic state, the subject being directed into various postures, 
being told to breathe deeply, and at no time permitted to recline on the 
couch or even to remain long seated. Concurrently she maintained dream 
records which were presented in writing, and only briefly discussed. It might 
be indicated that the dreams paralleled the hypnotic fantasies. Both the 
dreams and hypnotic fantasies gradually changed their content. The subject 
became less resistant, and after several months, more and more time was 
spent in direct waking discussion. An ultimate clearance of the symptom 
picture was accompanied by increased concern with reality problems and a 
good socio-psychological adjustment. 


Case II 


This 26 year old woman, under therapy for several months, responded 
nicely to hypnotherapy. Recently however, following the development of 
resistance, she was shifted from the sitting posture to the couch. A stri 
of traumatic associations were elicited, which helped to clarify the conflicts o 
the subject, and to open the way for easy waking discussion. 


Case Ill 


This 25 year old male college student, suffering from severe anxiety and 
mixed neurotic manifestations, was given instructions to stand as tall as he 
could, and to breathe deeply, in the hypnotic state. This reduced his anxiety 


temporarily, making it possible for him to discuss more directly the anxieties 
and the factors underlying it. 


The above are a few examples of the clinical use of posture in hypno- 
therapy. The approach is certainly suggestive and deserves more attention. 
It is clear that the postural condition may often be an armor against the 
expression of underlying difficulties. Effectively dissolving this armor requires 
cognizance of the symbolism of posture, but also of its neuro-peychabaas 
implications. Probably some patients establish a vicious postural feed- 
mechanism. Some patients may draw their entire orientation from their 
ee and give little response to the environmental stimuli demanding 

havioral reorientation and postural change. Experimentally, the produc 
tion of postural distortion through hypnosis is extremely suggestive. Such 
distortions have been observed by Kline and Guze (16) in regression and 
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progression, and by the former (17) in induced ape-like behavior. Perhaps 
the chronic acceptance of such postural states might be accompanied by 
appropriate emotional concomitants. 

In conclusion, referencé*might be made to the directive use of the postural 
state in reducing clumsy and tangled movements of neurotic patients, and in 
suggesting to them a carriage which is graceful, efficient and biologically 
appropriate. In this sense, two things must be clearly remembered. They 
are (1) That mere postural improvement per se is inadequate in reducing 
most neurotic or allied conditions. 

(2) Often the induction of hypnosis and the suggestion of unpleasant 
posturing may be useful in producing catharsis. 


Summary 


The use of postural analysis, and directives regarding posture and their 
importance in hypnotherapy are discussed. Theoretically, it is indicated that 
a chronic postural condition may act to elicit an emotional state with which it 
was originally associated. Such an emotional condition may have caused the 

ture in the first place, and then established a feed-back relationship with it. 

e breaking of feed-back mechanisms of this kind depends largely upon pos- 
tural change when a chronic situation is established in the absence of realistic 
cause for the emotion. Posture may also act redintegratively, when directly 
suggested, in rearousing traumatic memories. Several clinical cases are re- 
ported. 
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